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ABSTRACT

A two-stage nationwide mail survey of medical school
graduates of 1965 was designed to provide health planners with better
and more current information on physician location determinants,
Presented are the findings of that survey that specifically address
the problems of identifying location decision factors that seem to
differentiate physicians who choose a rural practice location from
those who choose an urban one. The survey focuses attention onm
primary care physicians, acknowledges the potential importance of a
complex of personal, professional, and social factors in the location
decision, and investigates the role of the wife. Two surveys are
reported. The initial survey of graduates of 1965 reaffirmed the
importarce of place of rearing in a physician's choice of practice
location. A follow-up survey designed to examine certain decision
influences in detail revealed the incentives needed to attract
physiciars not only to a particular community, but to rural areas in
general. Results indicate that, while rural physicians for the nost
part chcose their location out of preference for rural as opposed to
urban areas, the urban physicians in the sample base theixr choice as
o ften as not on considerations independent of such a preference.
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PREFACE

This study is the final report to the Department of Health, Educa-
tion, and Welfare under Contract HEW-05-71-125, on work conducted for
that agency between 1971 and 1973. The purpose of Rand's work under
this contract has been threefold: to identify factors underlying the
unecual distribution of physicians, to determine policy-relevant fac-
tors in a physician's location decision, and to suggest methods for
correcting the relative deficiency of physician manpower in rural areas.

An annotated bibliography of the relevant literature was presented

in an earlier Rand report, R-966-HEW, An Annotated Biblicgrapry on

sural Medieal Tare, April 1972.

Dr. James K. Cooper, project director for the study, is no longer
with The Rand Corporation; he is currently in the Office of Policy
Development and Planning, Office of the Assistant Secretary for Health,

Department of Health, Education, and Welfare.
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SUMMARY

To provide health planners with better and more current informa-
tion on physician location determinants, a two—stage nationwide mail
survey of medical school graduates of 1965 was designed and conducted in
cooperation with the American Medical Association. This report presents
the findings of that survey and specifically addresses the problem of
identifying location decision factors that seem to differentiate
physicians who choose a rural practice location from those who choose
art urban one. Furthermore, the survey focuses attention on primary
care physicians; acknowledges the potential importance of a complex
of personal, professional, and social factors in the location decision;
and investigates the role of the wife. The analysis presented here is
for the most part descriptive. A preliminary decision model of physi-
cian locaticn was developed, and the survey data are now undergoing
further analysis to examine the sensitivity of this model to different
interpretations of the responses to the survey.

IQlTLAgigﬁRVEY

The results of the initial survey of graduates of 1965 reaffirm

the importance of place of rearing in a physician's cholce of practice
locatrion: the rural-reared respondent is three times as likely to

chocse a rural practice as an urban-reared respondent., Climate and
peoaraphic considerations seem the most pervasive of stated decision
influences, Professional considerations, such as clinical support,
contact with other physicians, and partnership or group practice options,
emerge as relatively important influences, certainly more amenable to

policy planning than climate. A preference for urban or rural living

also rates high among decision influences.

The overwhelming majority of wives indicate the importance of
their hushands' desires and career in the location decision. Climate
and gecgraphy and a preference for urban or rural living also are
fmportant considerations for wives.

Multiple regression analysis was performed to determine which
background characteristics and stated decision influences of the physi-

cian and his wife are important in differeutially producing rural or

6
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urban physicians, The most important explanation of a rural versus an
urban practice location is the physician's place of rearing. Citing
high medical need in the area, community recruitment efforts, the pros-
pect of being influential in community affairs, and the opportunity to
join a desirable partnership or group practice are strong predictors

of a physician's choice of rural practice. Having trained nearby and
having the opportunity for regular contact with a medical school or
medicsl center are strong predictors of a physician's choice of an
urban leocation. Similarly, shopping opportunities for the wife and

her preference for urban or rural living are significant predictors of

urban and- rural locations, respectivelw.

FOLLOW-UP_SURVEY

A follow-up survey was designed to examine certain decision
influences in detail to reveal the incentives needed to attract physi-
cilans not only ta:a particular community, but to rural areas In general.
The survey was directed to those primary care physicians from the orig-
inal survey who are practicing in rural areas and to those practicing
in urban areas who indicated on the original survey that they seriously
considered a rural practice.

The results indicate that, while rural physicians for the most
part choose their location out of a preference for rural as opposed to
urban areas, the urban physicians in the sample base their choice as
often as not on considerations independent of such a preference. Of
concern to the urban physician is professional support (e.g., a nearby
hospital, specialists for consultation, and group practice) and fear of
professional isolation. The view of medical school training as a detovr-
rent to rural practice has not been supported by the data. However,
what little effect the training has on urban physicians 1s discouraging
to nonspeclalized, rural practice. Both urban and rural physicians in
the sample find group practice very attractive; twice as many physi-
clans prefer group practice as partnership and solo practice combined.
Small groups within 15 minutes of a hospital are preferred by both
groups of physicians; urban and rural physicians more frequently

prefer single- and multi-speciality groups, respectively.

7
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1. INTRODUCTION

Rand's study of physician distribution conducted for the Depart-

ment of Heaith, Education, and Welfare began with three objectives:

o To identify in the available Iiterature factors
underlying the unequal distribution of physicians
5 To determine through a survey of recent medical

school graduates policy-relevant factors important
in a physician's location decision, and

0 To identify methods for correcting the unegual

distribution suggested by the resulrs of such a
survey.

The first objective was partially accomplished in the first year of
the study by a comprehensive review of the literature on rural health
conditions, manpowe: supply projectioms, and previously identified
factors influencing physician location.* While it is not the | mary
purpose of this report to examine in depth the problem of physician
maldistribution, it may be helpful to examine briefly the outstanding
conclusions of the literature reviewed in this area in order to under=
stand the context of the analyses conducted in addressing the latter

two objectives.

OVERVIEW OF RURAL HEALTH

The health conditions exlsting in yural areas are an important

component of the state of the nation's health care delivery system.
A number of studies have indicated the severity of these conditions.
For example, (a) there is a higher proportion of people with disabling
hronic disease living in farm areas than anywhere else in the nation;’
(b) there is a greater number of bed disability days suffered per per=
son per year in nonmetropolitan areas;i (¢) although there is virtu-
ally no difference in the overall infant mortality rates of urban and
rural areas, all U.S. countles in 1968 with infant mortality rates
double that of the national average were ﬁeﬁmetrapalitan;z (d) the

accldent fatality rate in farming fs higher than any other occupation

~ *See Karen A, Heald and James K, Cooper, An Annotated Bibliography
on Rural Medical Care, The Rand Corporation, R-966-HEW, April 1972,
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except mining and construction;” and (e) the lack of emergency care
in rural areas has resulted in a greater loss of "salvageable"
, : - 4
cases from rural automobile accidents.

gogests that rural residents are not

Y]

n residents. <Yet their utilization of medical
though the cause of this discrepancy lies at

1 services

i

omic factors, availability of medic

al
the disparity in

i)

mav be central tn the problem. Figure | demonstrate

the distribution of physicians in the United States. The number of

active physicians in direct patient care per 100,000 population varies
trom 192 in the largest metropolitan counties to 42 in some rural
counties., These figures represent all specialties, i.e., general
practice, primary vare, and other specialries. 1Lf general practitioners
are removed from the count the discrepancy is more pronounced: 164

specialists per 100,000 population in the largest metvropolitan counties
to 8 specialists in the most rural counties.

Moreover, the rural/urban disparity in physician supply apparently
is increasing. Rural doctors are older than urban doctors, so they are
retiring and dying at a faster rate, and they are not being replaced.

A little over 6 percent of all U.S. medical school graduates in the
combined classes of 1963, 1964, and 1965 have now located in nonmetro-
politan counties of less than 50,000.% But such counties represent

5

19 percent of the national population. it is evident that the unequal

distribution o physicians is not correcting itself. 1If health planners
are to develop programs that might encourage physicians to locate their
practice in more rural areas, they must first understand the factors

that enter into a physician's location decision.

FACTORS INFLUENCING PHYSICIAN LOCATION

The important influences in a physician's choice of a practice
location have been repeatedly investigated, and many factors ‘have
already been identified. These factors can be classified into three
groups: background or personal influences, professional considerations,

and community characteristics,

*Data derlved from a personal communication from J. N. Haug,
former Director of the Department of S: .ey Research, American Medical
Association, January 19, 1972.

12
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Fig. | — Nonfederdl physicians in the United States in direct
patient care per 100, 000 popuiation, 1970

SOURCE: J.N,Haug, G.A.Roback, and B.C.Martin, "Distribution of
Physicians in the United States, 1970°, American Medical Asseciction,
Chicago, 1971, p. 7.

9 The average physician/population ratio for the entire United Stafes in 1970
woas 124 nonfederal physicians in direct patient care per 100,000 population,

bA;‘;mrdiﬁg to AMA county classifications, where category 9 counties
are the most uban and category 1 counties, the most rural.
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The best documented of the background influences on a physician's
location decision is place of rearing. Practice in a smali'cammuﬂity
is more llkely to be chosen by physicians who grew up in small communi-
ties than by those who did not. 6-11 Indeed, nearly one-half of the
physicians who practice in towns of less than 2,500 population are from
towns of similar Sizé;é Related to this hometown influence is the impor-
tance of family and friends, often cited by both urban and rural physi-
cians as an important influence on their practice 1gcatiani6’ 8, 12, 13
One family member of special significance 1s probably the physician’'s
spause,g Wives of rural physicians, like their husbands, are more
likely to have a rural backgrcund.E However, beyond this simple
relationship, the role of the spouse in the decision process is largely
unexplored. The location of the physician's medical school, internship,
and residency training also seems to influence his practice 13@3&193:
those who train in urban places tend to practice in urban placeg.gi 14, 15
Finally, graduate teachers and older physicians affect the practitioner's

13 although it is unclear how such influences. cperate.

choice of location,
Among important professional considerations, group practice is a
more attractive option than solo practice to both new and established

16, 17 However, most group practices are located in urban

physiclans.
afeaﬁ;lg Fear of professional isolation may prevent some physicians

from locating d1n a rural area; lack of climical support and lack of
free and informal communication with medical peers are cited as important
factors deterring physicians from rural prsgtiae-ls In a study of
hospitals built in 42 Georgia communities, the presence of a hospital

vas successful in attracting physicians to their communities; the

drawing power was especlally strong in rural communities. However,
long working hours and the inability to secure uninterrupted free time

, , 6, 13
may be the moat foreboding elements of rural practice.’ 33

The setting for the practice alsco seems to affect location choice.
To be attractive to a physiclan, a community must offer him economic
security and the resources with vhich to enjoy his leisure time. A
nember of studies have related a community's supply of physicians to its
economic attraction--in terms of regional per capita income, growth
14, 20-23

rates, physician income, and median community income. In fact,

@~ 14




one of the primary reasons that physiecians go into small-town practice
is the likelihood of developing a busy practice quicklyilziﬂ addition,
the scarcity of recreational facilities 'and cultural events is frequently
cited by physicians as the factor that deterred them from choosing a
rural practice or made them dissatisfied enough to leave their rural

practigégg’ 13

LIMITATIONS OF PREVIOUS STUDIES

Previous physician survey analyses have been characterized by
several limitations. The most pronounced of these has been their con-
sideration of the physician population at large as a single group. No
distinction has been made, for example, between physiclans who made
their location decision 30 years ago and those making their decision
more recently, It is probable that the factors that influenced the
location choice of the two groups are very different.

Second, some studies have distinguished general practitioners
from the large pool of physicians as providers of primary, nonspecialized
care to the population. But many internists, pediatricians, and obste-
tricians-gynecologists should also be counted as primary care providers.

Another shortcoming has been that most studies have given the
physician a restricted set of factors from which to choose his decision
influences. The physician has naé had the opportunity to assess simul-
taneously the influence of various kinds of factors on his location
decision, e.g., professional, personal, and community considerations.

Some studies have hypothesized the importance of the physician's
spouse in the selection of a practice location., None, however, has
explored the role of the spouse in the decision process.

To provide health planners with better and more current information,
a survey of recent medical school graduates and their wives was designed.
Section II of this report describes the survey and method of analysis.
Section III describes the analysis of that survey. Section IV explains
subsample of the original respondents to explore in greater depth

factors affecting physician location.

15
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Il.  THE RAND-AMA SURVEY AND METHOD OF ANALYSTS

Because of the disadvantages of previous studies, Rand and the
American Medical Association (AMA) developed a mail survey directed at
recent medical school graduates.* The survey acknowledges the potential
importance of a complex of personal and soclial factors in the iscation
decigion, and considers the role of the spouse.

Two questionnaires were sent 1n spring 1972: onme to all 6,978
U.S. medical school graduates of the class of 1965 and one to the wives
of married male graduates, For the most part, the physicians in the
sample would have compieted postgraduate studies and military obliga-
tions by 1972 and therefore would be at or near the time of a practice
location decision. The primary focus of the survey analysis is a sub-
sample of the original population, those physicians in primary care
practice. Primary care practitioners are defined as those physicians
who state their specialty as general or family practice, internal
medicine, pediatrics, or obstetrics-gynecology and who do not limit
their practice to a subspecialty. Because of tralning requirements,
physicians in the sample who planned to specialize were less likely to
have decided on a practice location at the time of the survey than those
who planned to take up primary care practice. For this reason, it is
felt that the reliability of the data is greatly reduced for specialists.

At three-week intervals, two follow-up requests vere sent to non-
respondents. When a predetermined, acceptable level of response was
attained (in the present survey, after the third request), requests for

responses were terminated.

PHYSICIAN QUESTIONNAIRE

The physician questionnaire (Appendix A) identifies the primary
care physicians of concern in our study: (a) those already in" active
patient care practice; (b) thouse about to enter active practice who are

Participation of the AMA in this study consisted primarily of as-
sistance in questionnaire design, endorsement and implementation of the
survey, and provision of year-end data on 1965 U.S. medical school gradu-
ates. Although the AMA did nof participate in the analysis presented in
this repore, it will participate in future analyses of these data.

16




at least fairly certain where the practice will be Jocatedy and ()
those specializing or intending to spocialize in general or family
practice, internal medicine, pediatrics, or phstetrics=gynecology and
who do not limit their practice to a subspecialty. In addition, the
physician is asked to list the place of his rearimg and the place of
his practice, (These responses are later translated into a demegraphic
county classification along a rural urban continuum.) The physician's

ure to rural practice during medical training is determined according

W

expo
ta whethey he has participated in a rural preceptorship program or has
otherwise nad experience in the health care delivery system during his
medical education, The approximate point in training at which the
physician made & declision regarding the kind of area in which he would
locate ls practice is also determined.

Finally, urban physicians are asked whether or not tuey had ever
considered ruyal practice, in order to identify a subsample of physicians
that could be questioned further to determine the factors that dis-
couraged them from entering rural practice (see Section IV).

The crux of the survey is contained in the tenth question. Listed
are most of the factors that the literature has identified as potentially
important in influencing a physician's decision to locate in a particular
community. The 26 factors are grouped sO that the process of ranking
could be simplified tu ensure the highest physician response rate (see
list in Table 1). The three groups for the most part represent personal
sociocultural, and professional motivations for making a location .choice.
As an initial step, the physician reads through the list of influénces
to select those factors relevant to him. After this screening exercise,
the physician is asked to rank the top three factors of all those rele-
vant to his decision,

QUESTIONNAIRE FOR S.OUSES

The spouse questionnaire (p. 77) is simplified somewhat by addressing

only female gp@usesi* The initial questions in the wife's questionnaire
(as in the physician's) invite responses that outline the wife’s back=~
ground: her age, her educational level, and her place of rearing. For in—
stance, it might be expected that rural physicians would be more likely

i 1A}

= 7 7 ) 7 o
The use of ''his" for physician's and "wife" for spouse reflects the 93-per--
cent male majority when the questionnmaires were drawn up and is not fo be con-
. strued as arbitrary stereotyping of physicians as male and spouses as female.
Q , : ph

Aruitoxt provided by Eic:



Table 1
FACTORS THAT POTENTIALLY INFLUENCE A PHYSICIAN'S LOCATION CHOICE

Personal Influences

o Income potential.

o Climate or geographic features of area.

o Having been brought up in such a community.

o Payment of "forgiveness loan."

o Influence of wife or husband (her/his desires, career, etc.).

o Influence of family friends

o High medical need in an ares.

o Influence of preceptorship program.

0 Having gone through medical school, internship, resideacy,
or military service near here.

o Advice of older physician.

Communi ty Factors

0 Organized efforts of community to recruit physicians,

© Opportunities for social 1life,.
o Recreational and sports facilities,
o Quality of educational system for chiildren.
o Prospect of being more influential in community affalrs,
" o Cultural advantages.
o Prosperity of community.
o Preference for urban or rural liwving.
Professional Considerations
o Avallability of clinical support facilities and persomnel.

o Avallability of good social service, weliare, or home care
services,
Opportunity for regular comtact with a medical school or

=]
medical center.
o Cpportunity for regular contact with other physzicians.
o Oppertunity to join desirable partmership or group practice.
o Avallability of loans for begimning practice.
o Opportunity to work with specific imstitution.
o Access to continuing educatiomn.

18




to have less educated wives who were raised im rural areas than would
urban physicians.

The wife's role in the decision process is the primary concern of
this questionnaire. The factors that wives rate as important in the
location of their husband's practice--for wives who indicate that they
had at least moderate influence on the location choice--should be of
value in contemplating special recruitment procedures for wives. The
wife is presented with a list of factors that may have attracted her to
the community in which her husband decided to practice. The list is
quite similar to the list presented to the physician; with the elimina~
tion of professional considerations. A comparison of the relative
impaftance of various factors to physicians and to their wives should

provide the basis for effective recruiting of physicians and wives.

METHOD OF ANALYSIS

The sample of respondents is described (1) in terms of their back-

ground characteristics, (2) through simple tabulations of their responses
to the questions in the survey, and (3) through é@mparis@ns of those
intending to take up an urban practice with those intending to pursue

a rural practice. However, it cannot be determined from these compari-
sons to what extent the factors overlap as explanations of practice
location. It may be, for instance, that rural physicians are more likely
to be influenced by community recruitment efforts and high medical need
{in the area than urban physicians--but to what extent is that due to
their more rural background? To better understand relationships of this
type, it is desirable to know how a factor effects the practice location
when all other factors, including background, are held constant. This

. ) *
can be accomplished with multiple regression analysis.

*Questicn,iﬂ in the physician questionnaire (see Appendix) asks -
respondents to indicate which factors were important to them in picking
one locatisn over others. The question, as worded, does not distinguish
between choices made across different types of areas from choices made
among similar locations (i.e., in the sense of the degree of ruralness).
Factors that discriminate across different location types are more directly
related to the question of what affects rural physician supply. VThg gurvey
data are undergoing further analysis by Sinclair Coleman in an attempt to

take accouat of this lack of precision in the wording of the question.
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1f we ler I = the type of county in which the physician's practice
is located, then the following model may be proposed:
L=f (FB’ PD[’ WB, WDA)’
where each of the arguments represents a vector of variableS;# The
vecter Pg represents the background characteristics of the primary care
Py v his stated decision influences;Wy, the background characteristics
of the ~hysician's wife; and WDA‘ the stated de lilﬂn of attractions of the wife.

physician;

" measurement of the dependent variable L is based on the AMA's

nine-yivit demographic county classification, in which U.5. counties ’
have been classified as metropolitan or nonmetropolitan and further by
population size (see Table 2). Counties in category 1 are the most
non-metropolitan, and those in category 9 are the most metropolitan.
This classification system offers several advantages. First, it has
been developed and used by the AMA's Department of Survey Research, the
principal collector of data on physicians, and therefore represents an
accepted standard measure of dem@graphic location. Also, it seems to
be a more refined scale than others developed in the past, Because

of the AMA's cooperation and assistance in conducting the survey, it
was possible to translate physician location responses into this
demographic county classification scheme.

Table 2
DEMOGRAPHIC COUNTY CLASSIFICATION

Category T DEflﬁlElGni

Nanmetf@palitsn counties with 9 999 or fewer lnhabitants
Nonmetropolitan counties with lQ 000 to 24,999 inhabitants
Nonmetropolitan counties with 25,000 to 49, ,999 iphabitants
Nonmetropolitan counties with 50,000 or more inhabitants
Counties considered potential SMSAs

Counties in SMSAs with 50,000 to 499,999 inhabitants
Counties in SMSAs with SGD,DDD to 999,999 inhabitants
Counties inm SMSAs with 1,000,000 to 4,999,999 inhabitants
Counties in SMSAs with 5,000,000 or more innabitants

Y- U, ST N W .

There are several possible formulations of the above model. One
rajor choice concerns the use of checked or vanked factors. Item 10 or

the physician questionnaire and item 6 on the wife questionnaire both

— | |
W_ and WDA are applicable only for married male graduates.

B
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ask the respondent to check all ltems important to that person in choos-
ing one location as opposed to others, and then to rank the three most
important factors. Arguments can be made both for checked factors and
for ranked factors., ‘The latter might be preferred on the belief that
the ranked factors are more impgrtént, that they may have been marked
after more thought on the part of the respondent, and therefore are
more reliable (i.e., less error may be introduced in ranking than in
checking). On the other hand, it can be argued that no one knows how
much theught goes into answering a mailed questionnaire, and therefore
validity and reliability are necessarily unknowns.. Also, the factor
ranked .third may differ only marginally in importance from the factor
ranked fourth for some respondents, thus introducing bias into the
ranked factors.

A second important cholce involves general practicioners. There
is reason to believe that there are qualitative differences in the kinds
of motivations affecting general practitioners (GFs) from those affect-
ing other primary care physicians. There is the choice then of either
adding a dumny indicator for GP to the list of independent variables or
running separate regressions for the two populations: GPs and non-GFPs.

The use of background and influence factors for the wives consider~-
ably reduces the sample size in any regression, so the choices dis-
cussed above will be made on the basis of comparisons that leave out
information on the wives. Regressions using checked and ranked factors
but deleting any special considerations of GPs and deleting variables
on the wives will be run first. Then the GP choice will be considered,
using the best equation from either checked or ranked factors, Finally,
the variables for wives will be added to what appears to be the most
appropriate form of the model on the basis of the considerations dis-

cussed in this section.
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LIL. ANALYSIS OF THE RAND-AMA SURVEY

RESPONSE RATE

The overall response rate to the questionnaire for physiclans was

exceptionally high for a mail survey, 76.3 percent (see Table 3). There
were 5,325 respondents; of this group, 1,161 respondents indicated that
they were in or about to be in the practice of primary care medicine and
had selected a practice location.

The response rate to the questionnaire for wives was 66.6 percent,
with a total of 3,263 out of 4,899 responding. (Only wives of physicians
who are in or about to be in practice and have decided on a location were
asked to respond.) However, the usable response was lowered to 2,756,
or 56.0 percent, since wives whose physician-husband did not respond were
eliminated from the sample. Of the matched physician and wife responses,
817 were for wives of primary care physicians, and 531, or 65 percent,

of these were wives who perceived at least a moderate influence on the
Table 3

SURVEY COUNTS AND RESPONSE RATES
(pexcentages in parentheses)

thsician
Questionnaires mailed ... cieniiiiaiiaiiiraiasieien 6,978
Usable responses recefved .....csvacionconeinsaens 5,325 (76.3)
Physiciane who are in or about to be in patient
care practice and know location .....:ivveveioresnn, 3,773
Physicians in or about to be in primarxy care
PractiCe ....essesrasiecacsscaserrasassrsssaseesss 1,161
Wife

" Questionnaires mailed (to male physiclans) ........ 6,457
Less physiclans who are not in or about to be in

patient care practice and those who are about

to be in practice but do not know location ....., - 1,256
Less physziclans indicating not married ........... = 302

Total applicable questionnaires mailed ........-:cca. 4,899
Usable responses received ......osaveveranersesessssss 3,263 (66.6)
Wives with matched physician responses ........e...... 2,756 (56.0)
Wives of primary care physiclans who had at least

moderate influence on the decision ... . v.euccr=s 531

22



location decision.

PHYSICIAN BACKGROUND CHARACTERISTICS

A description of the two samples of respondents, physicians and
wives, is provided in the tables presented in this section. The data
are derived from both survey responses and biographical information
from AMA physician tapes. Minor variations in sample size within the
study have occurred because some respondents did not answer all questions.*®
Except for initial identifying characteristics, only data pertaining to
primary care physicians are presented, since these physiclans are the
primary focus of this study. ]

As the tables indicate, most of the physicians in the sample
(93.4 percent) are male, clearly demonstrating a male predominance in
the profession even among recent graduates (Table 4). Virtually the
same percentage of men and women are in primary care specialities.
However, among primary care specialties, females are slightly over=~
represented in pediatrics and underrepresented in obstetrics and gyne-
cology (Table 5).

The average age of the physicians in the sample is 33.9 years;

the average age of the subsample of primary care physicians i% slightly
older, 34.2 years (Table 6).

As indicated by the lack of response to a "not married" box,
nearly 97 percent of the total sample and of -primary care physicians
are married (Table 7).

More than one-half of the sample are already in active patient
care practice (Table 8). Of those physicians not yet in practice, 60
percent intend to be in active practice within one year; 45 percent
already have chosen a practice location (Table 9).

For physicians in the sample in or about to be ip active patient
care practice, the distribution of specialties, as described by the
physician, is displayed in Table 10. Also shown im an indication of
whether the physiclan limits or intends to limit his practice to a -
subspecialty. Surgery has attracted the largest proportion (20.5 per«"

cent) of the physicians in the sanple of 1965 graduates; over three~

* ' . . o
“Tables are modified to exclude nonresponse counts. The totals
and percentages are thereby adjusted. The chi squares and correspond-
Q ing degrees of freedom and significance levels, where given, hawe?e;, igz;
[ERJ!: ar: sometimes based on the full tables of responses and nonresponses.
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Table 4 -

SEX DISTRIBUTTON OF ALL PHYSLCIANS IN (OR ABOUT TO BE IN)
PRACTICE AND OF PRIMARY CARE PHYSLCIANS

TOTAL MDS

PRIMARY CARE MDS

seX No . oy No. 7
Male 3533 93.7 1004 93.4
Female 238 6.3 71 6.6
Total 3771 100.0 1075 100.0

Table 5

SEX DISTRIBUTION OF PRIMARY CARE PHYSICIANS, BY SPECIALTY

General

Internal

Medicine | Fedtatrics

Obstetrics~ |
| Gynecology |

Total

Practice

Sex No. 4

No. A No. 7

No. %

No. %

Male 387 194.4
Female 23 5.6
410

Total 38.1

88.0
12.0

294 193.3 | 147
21 | 6.7 20

315 (29.3 | 167 |15.5-

176 1004 1 93.4
7| 3.8 71! 6.6

183 1075

Table 6
AGE DISTRIBUTION OF ALL PHYSICIANS IN (OR ABROUT TO BE IN)
PRACTICE AND QF PRIMARY CARE PHYSICIANS

Age

TOTAL

No. %

‘PRIMARY CARE MDS

No. 7

25-29
J0-34
35-39
40~57

3 0.0
2966
596
208

3771
33.9 yrs.

0 0.0
802
193

80 7.4
1075

346.2 yrs
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Table 7

MARITAL STATUS OF ALL PHYSICIANS IN (OR ABOUT TO BE IN)
PRACTICE AND PRIMARY CARE PHYSICIANS

TOTAL MDS PRIMARY CARE MDS

Marital Status No. Z No. %

Married 3631 96.3 1041 96.8
Not Married 140 3.7 34 3.2
Total 31771 100.0 1075 100.0

Table 8
PRESENT STATUS OF ALL PHYSICIANS IN SAMPLE

Present Status No.

[

In residency or fellowship training

(nonfederal) 1202 23.5
In federal service 772 15.1
In active patient care practice (nonfederal) |2728 53.3

In other professional activity 419 8.2

Total 5121 100.0

Table 9

PRESENT PLANS OF THOSE PHYSICIANS NOT IN ACTIVE PATIENT CARE PRACTICE

Practice Practice No

Location Location Practice Total

Known Unknown _|Plans _
Present Status No. % No, A No. Z No. l 4

"In residency or fel- B o ) o
lowship training 601 52.6 | 228 20.0 | 314 |27.5| 1145,100.0

100.0

In federal service 351 47.1 1 102 13.7 | 292 |39.2| 745
In other professional N
activity 68 17.3 28 7.11 298 |75.6| 394

Tétal 1020 44.7 | 358 15.7 | 904 |39.6 zzaziiaaio

100.0
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Table 10
DISTRIBUTION OF ALL PHYSICIANS IN (Qgg,’DUT TO BE IN)
PRACTICE, BY SPECIALTY AND SUBSPECIALTY

o L;ﬁiéééﬁtaisgbséeéia;tgr7 s
Yes No ~ Total

Spectalty 1y, 2 | No. % No.| %
General & Family ,

Practice 6 1.3 442 98.7 448 12.5
Internal Medicin 180 34.2 346 65.8 526 14.7
Pediatrics 1 56 23.7 180 76.3 236 6.6
Obstetrics=-

gynecology 91 32.0 193 68.0 284 7.9
Surgery 564 76.9 169 23.1 733 20.5
Psychiatry 140 43.3 183 56.7 323 9,0
Radioclogy 127 45.4 153 54.6 280 7.8
Anesthesiology 70 57.9 51 42.1 121 3.4
Pathology 43 36.8 74 63.2 117 3.3
Other 387 76.2 121 23.8 508 14.2

Total 1664 46.5 1912 53.5 | 3576 100.0

fourths of the surgeons are limiting their practice to a subspecialty.
In contrast, the next highest proportion of physicians (14.7 percent)
is in iaternal medicine; nearly two-thirds of these physicians are
not limiting thelr practice. According to our definition of primary
care, there are 1,161 primary care physicians idéntifiéd in Table 10,
one-third of all the physicians in or going into practice from the
1965 class,

Place of Rearing

The strong relationship between the type of place in which the
physician was reared and the type of place in which he chooses to
practice is shown in Tables 11 and 12. Location is given by county
type, with counties organized inte nine groups according to population
characteristics, as indicated in Table 2;5 For some tables, location
is presented as a dichotomous variable, in which case county groups
1 through 4 represent rural areas; county groups 5 through 9, urban

areas., The chi squares in Tables 11 and 12 indicate a significant
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Table 11

DISTRIBUTION OF PRIMARY CARE PHYSICIANS. °Y PLACE OF
REARING AND PLACE OF PRACTICE

e of o Place of Practice - L
fingr 1 2 .3 4 1 5 6 7 8 9 Total
4¢ q 2 5 5 2 10 1 3 4 36
1110 | 5.6 | 13.9 | 13.9 5.6 |27.8 2.8 8.3 |11.1[100.0
21.1% | 3.0 5.7 4.8 4.8 4.7 .8 1.0 3.8| 3.3
4 26 13 10 3 15 9 17 1 |98
4.1 26.5 13.3 10.2 3.1 15.3 9.2 17.3 1.0 1100.0
21.1 | 39.4 | 14.8 9.5 7.1 7.0 7.0 5.5 |11.0] 9.1
2 10 22 9 1 21 l4 16 2 |97
2.1 | 10.3 | 22.7 9.3 1.0 [21.6 |14.4 |16.5 2.1 [100.0
10.5 | 15.2 | 25.0 8.6 2.4 9.9 |10.9 5.2 1.9] 9.0
0 3 8 28 1 15 9 11 2 |77
0.0 3.9 | 10.4 | 36.4 1.3 {19.5 [11.7 |14.3 2.6 [100.0
0.0 4.5 9.1 | 26.7 2.4 7.0 7.0 3.6 1.9) 7.2
1 3 3 0 7 6 4 10 1 |35
2.9 8.6 8.6 |00.0 {20.0 {17.1 |11l.4 |[28.6 2.9 {100.0
5.3 4.5 3.4 0.0 |16.7 2.8 3.1 3.2 1.0 3.3
1 10 19 14 - 5 75 21 31 6 (182
0.5 5.5 | 10.4 7.7 2.8 |41.2 {11.5 [17.0 3.3 {100.0
5.3 |15.2 {21.6 |13.3 {11.9 {35.2 |16.3 ]10.0 5.8116.9
5 4 6 12 3 17 34 22 6 [109
4.6 3.7 5.5 | 11.0 2.8 [15.6 |31.2 [20.2 5.5 |100.0
26.3 6.1 6.8 | 11.4 7.1 8.0 |[26.3 7.1 5.8 10.1
1 5 10 13 16 32 18 161 21 R77
0.4 1.8 3.6 4.7 5.8 |11.6 6.5 |58.1 7.6 1.00.0
26.3 6.1 6.8 | 11.4 7.1 8.0 |26.3 7.1 5.8 {10.0
' 1 3 2 14 4 22 19 38 61 64
0.6 1.8 1.2 8.5 2.4 13.4 11.6 23.2 37.2 [100.0
5.3 4.5 2.3 | 13.3 9.5 |10.3 {14.7 [12.3 |58.6 [15.3
'otal | 19 66 88 105 42 P13 129 309 106 1p75
1.8 6.1 8.2 9.8 3.9 |19.8 [12.0 {28.7 9.7 100.0
100.0 [100.0 {100.0 {100.0 [100.0  [£00.0 [100.0 {00.0  {0OV0 §00.0

'Chi square equals 711.3 with 81 degrees of freedom; p < .0l.
'According to AMA's demographic county classification, counties in category ]
. most rural; counties in category 9, most urban.

Number of respondents.
L
‘Row percentage.

‘Column percentage.




Tahle 12
DISTRIBUTICON OF PRIMARY CARE PHYSICIANS, BY URBANa%UR&L PLACE
OF REARING AND PLACE OF PRACTICE™

Place of o Place of Practice _
7RéafiP§f77 Urban |  Rural - Total
Urban 640° 4 127 767
83.4 16.6 100.0
80.3° 45,7 71.3

Rural 157 151 3@8
51.0 49.0 100.0
19.7 54.3 28.7

Total 797 278 1075
74.1 25.9 1QQQQ
100.0 100.0 100.G

8chi square equals 12.1 with 1 degree of freedom;
p < .001.

bAccGrdiﬂg to AMA's demographic county classification,
counties in categorlies 1-4 are rural; counties in cate-
gorles 5=9 are urban.

“Number of respondents.

Row percentage.

®Colum percentage.
relationship between type of place of rearing and type of rlace of
practice; the correlation coefficient 1s .44 (p < ,01). The influence

Closer examination of Table 12 reveals that 151, or 49 percent

of the 308 primary care physiclans who were reared in a rural area
(county groups 1 through 4) eventually practice in a rural area. How-
ever, only 127 primary care physiclans reared in an urban area (county
groups 5 through 9) eventually practice in a rural area, or 16.6 per-
cent of the urban-reared physicians are attracted to rural areas. The
rural-reared medical student is three times as likely to choose rural

practice as an urban-reared student.
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Specialty is also strongly related to choice of practice location

(Table 13). Sixty percent of all rural primary care physicians in the
sample are general practitiomers, while only 31 percent of urban
primary care physicians are GPs. Further, 40 percent of all GPs are
located in rural areas, while less than 20 percent of non-GPs are
located in rural areas. Therefore, GPs are more than twice as likely

as non-GPs to choose a rural practice site.

Preceptorships

Tables 14 and 15 are concerned with the influence of participation
in a rural preceptorship program on practice location. Few physicians
in the sample partisipated in such programs, but a greater percentage
of rural than urban physicians participated. While this positive re-
lationship may indicate a selection bias (e.g., only those intending
rural practice enter these prograus), rural preceptorships may be
providing important exposure of medical students to the positive aspects

of rural practice.

iime af Decision

and rural pfactige {s indicated in Tables 16 and 17. Clearly, most
physicians decide during their house staff training. Surprisingly,

‘fewer physicians decide during medical school than at any other time

(except "other" category). This fact seems to question the alleged
negative impact of the medical school experience on choice of a rural
practice. In fact, Table 17 shows that among primary care physicians
who do choose a rural practice location, a greater proportion decide
before or during medical school than those who choose an urban location.

Table 18 shows that a good proportion of physicians who finally
locate in urban areas at least seriously considered rural practice.
These physicians represent an important segment of the physiclan popu-
lation for they offer an appropriate subsample for investigation of
deterrents to rural practice.®

o .
See Section IV for a more detailed discussioi.
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Table 13

URBAN-EURAL DISTRIBUTION OF PRIMARY CARE
PHYSICIANS, BY SPECIALTY®

s El;;e of E:a;;i;ébii o
B Spéé}a}éyrirr Qrban - Rural ) Ic;glrﬂ
General practitioner 260° d 171 431
60.3° 39,7 100.0
21.0° 59.4 38.2
Non-general practitioner 579 117 696
83.2 16.8 100.0
69.0 40.6 61.8
Total 839 288 1127
74.4 25.6 100.0
100.0 100.0 1060.0

a
Chi square equals 73.1 with 1 degree of freedom; p < .00l.

bAchfding to AMA's demographic county classification, counties
in categories 1-4 are rural, counties in categories 5-9 are
urban.

“Number of respondents

dRaw percentage.

Table 14
PARTICIPATION IN RURAL PRECEPTORSHIP PROGERAM

Participa~ ,,,,?éfé%,nnﬁ , Vétiééfy Care MDs
tion '
. No. | 2 | No. | Z i:,
Yes 485 13.0 187 16.2
No 3243 87.0 970 83.8
Total 3728 100.0 1157 i00.0
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Table 15

RELATIUNSHIP BETWEEN PARTICIPATION IN RURAL PRECEPTORSHIP PROGRAM
AND PLACE OF PRACTICE FOR PRIMARY CARE PHYSICIANS

Urban Rural Tozal
Participarcion N, pA No. % No. %

Yes 107 12.8 71l 32.7 178 15.8
7 67.3 946 84.2
100.0

fut
[
[

No 729 8§7.2
Total 836 100.0

i

It
[on
el
=
o]
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-
o
[
-

square equals 10.0 with 1 degree of freedom; p < .01

'S
o
[

[
oo

le 16
IANS

a
TIME OF DECISION FOR ALL PHYSI AND PRIMARY CARE PHYSICIARS

7 __Total MDs __Primary Care MDs
Time of Decision No. % No. | %

Before medical school 492 13.3 157 14.2

During medical school 276 7.5 1

During internship,
residency, other house
staff 1995 54.

During military service 693 18.

Other 233 6.

Total 3689 100.

509 45.9
244 22.0

82 7.4
1109 100.0

o T S <
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Table 17

IP BETWEEN TIME OF DECISION AND EVENTUAL PRACTICE
LOCATION FOR PRIMARY CARE PHYSICIANS @

‘ o

Time ot Decision

Betore medize] uchool
Duriag medical gcuool

Uuring internsnin,

residency, other house

¢ military service

Total

A

Y o ,
Chi square equals 47,
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SERIUUSLY CONSIDERED RURAL PRACTICE

Considered

Rural Practice

Total MDs

Primary Care MDs

~ No. % | Neo. | %

1195 44.3 327 48.7
11504 55.7 342 51.3
L%EQQ 100.0 672 100.0




WIFE BACKGROUND CHARACTERISTICS

The responses of over 2,700 wives for whom there were matching
physician responses are presented below. A large percentage of these
wives and of the subsample of 531 wives of primary care physicians are
between the ages of 26 and 35 years (Table 19), The mean age of all
wives and of primary care wives is 51 years.

Nearly one-half of all wives and of primary care wives have
college degrees; over 10 percent have a postgraduate degree. All but
about 5 percent have had some college (Table 20}.

Table 21 shows the strong relationship between the wife's place
of rearing and the primary «care physician's place of practice. The
correlation coefficient is .38 (p < .01). However, a closer look at the
date shows that among the 144 rural primary care practitioners for
which we have data for the wife, 63 (43.8 percent) are married to women
raised in a rural area. Of the 357 urban practitioners, 293 (82.1 per-
cent) are married to urban-reared women. Urban practitioners are evi-
dently twice as likely te marry someone of an urban background as rural
practitioners are to marry schmeone of a rural background. The importance

f convincing the wife, especially if she is unfamiliar with small-town

o
living, should be recognized in community recruitment efforts.

STATED DECISION INFLUENCES OF PHYSICIAN

Both the physicians and the wives in the survey sample are
presented with a list of considerations that might have affected their
selection of a practice location. From these lists respondents check
and then rank those considerations, or factors, that are especilally
important to them. As pointed out in Section II, the cholce between

using checked or ranked responses in any presentation or analysis can-
not be made on the basis of theoretical considerations. But the
judgment of the relative benefit of one or the other response type can
be based on the amaént of variance that either <an explain in a regres-
sion of background and stated influence factors on practice location.
The use of checked factors results in a higher predictive ability for
the regression equation (adjusted Rz of .450 versus adjusted R2 of .319

for ranked influences). In other words, checked responses seem to glve

Q 33
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Table 20
LEVEL OF EDUCATION OF WIVES

Wives of Primary

Wives of all MDs Chre MDa

Leval of Education No. 4 No. Z

High 8chool graduate 7
or less 128 4.8 39 7.7

Some college 804 30.4 171 33.2
College graduate 1315 49.7 237 46.9
Postgraduate degree 401 15.1 58 11.5

Total 2648 100.0 505 100.0




Table 21

PHYSICIANS' DLACE OF PRACT

japn i

lace D§ ! B 3 __Place inPfaFiiiéb ) .
ij‘{}li, : 2 3 4 5 6 7 8 9 otal
{

1 8"y 3 0 1 2 0 1 2 4 0 14
28,6 i 0.0 7.1 14.3 0.0 7.1 14.3 28.6 0.0 1100.0
50.07 | 0.0 2.0 1 .7 0.0 1.0 3.5 2.8 0.0 2.8

: 0 } 7 6 3 2 3 7 5 1 34
I u.u 206 17.6 5.8 5.9 8.8 20.5 14.7 | 2.9 |100.0
| 0.0 i21.9 12.0 5.6 8.3 3.1 12.3 3.5 2.7 6.8

3 2 o 10 9 5 11 3 5 0 47
4.3 1 4.3 21.3 1.1 10.6 23.4 ¢ 6 10.6 0.0 |100.0
| 25,0 6.3 20000 Do 2008 11,2 | 5.3 3.5 0.0 9.4

4 |G 2 4 11 0 7 3 5 0 32
L 0.0 6.3 | 12.5 34.4 0.0 |2%.9 9.4 |15.6 |0.0 |100.0
0.0 6.3 8.0 20.4 0.0 7.1 5.3 3.5 0.0 6.4

5 0 3 2 3 3 2 5 0 20
0.0 10.0 15.0 10.0 15.0 15.1 10.0 25.0 0.0 160.0
0.0 6 6.3 6.0 3.7 12.5 3.1 3.5 3.5 0.0 4.0

6 1 8 7 8 3 32 8 13 1 81
1.2 9.9 8.6 9.9 3.7 39.5 9.9 16.0 1.2 |100.0
12.5 25.0 14.0 14.8 12.5 32.7 14.0 9.2 2.7 16.2

7 0 2 5 2 3 8 16 9 2 47
0.0 4.3 10.6 4.3 6.4 17.0 34.0 19.1 4.3 |100.0
0.0 6.3 10.0 3.7 12.5 8.2 28.1 6.4 5.4 9.4

8 0 7 12 10 8 21 9 76 10 153
0.0 4.6 7.8 6.5 5.2 13.7 5.9 49.7 6.5 |100.0
0.0 21.9 24.0 18.5 33.3 21.4 15.8 53.9 27.0 30.5

9 1 2 2 7 0 12 7 19 23 73
1.4 2.7 2.7 9.6 0.0 16.4 9.6 26.0 31.5 | 100.0
12.5 6.3 4.0 13.0 0.0 12.2 12.3 13.5 62.2 14.6

Total 8 32 - 50 54 24 98 57 141 37 501
1.6 6.4 10.0 10.8 4.8 19.6 11.4 28,1 7.4 | 100.0
100.0  loo.0 {100.0 [100.0 fon.0 {100.0 p00.0 1100.0 EQQ,D 100.0

3chi square equals 375.1 with 81 degress of freedom; p=.0L.

bAccarding to AMA's demographis county classification,

most rural; counties in category 4, most urban.

“Number of respondents.

d o ) ,
Row percentage.

e,
Column percentage;

counties in category 1 are



more information about what kind of factors influence a physician's
il =

choice of a rural or urban practice location, erefore, the results

1.

of the survey will be presented here in terms of checked responses.

The interested reader can refer to Appendix C for comparable tables

seographic considerations seem the most pervasive of

Ll

L
)l

limate and

e
i

decision influences; 66.7 percent of primary care physicians indicated
tiiat they were important (Table 22). However, professional considera-
tions, such a2 e¢linical support, contact with other physicians, and
partnership or group practice options, emerge as a relatively important
block of influences, certainly more amenable to policy planunlig than
is elimate, Over 60 percent of all primary care physicians checked
eaen of these factors. In addition, the high rating of access to a
medical center and continuing education indicates the priority a physi-
cian presumably places on preventing professional isolation.

A preference for urban or rural living also rates high among
decision influences (checked by 60 percent), yet may be a surrogate
for specific attractive or unattractive features of either urban or
rural areas--such as pollution, crime rate, provincialism, isolation,
simplicity, cosmopolitanism. Recreational and sports facilities and
quality education for children are social concerns of physicians that
should be considered by the community in its recruitment efforts.

For purposes of comparison, the sample of primary care physiciansg
was broken down by practice location, i.e., urban versus rural (Table 23);
by specialty, i.e., general practitioner versus non-general practitioner
(Table 24); and by time of decision, i.e., before, during, or after

medical school (Table 25).

Comparison between Urban and Rural Primary Care Physicians

Table 23 indicates that the decision considerations of physicians
who choose rural locations are quite different from those of physicians
who choose urban locations. Although there is strong agreement in the

urban and rural physicians' concerns about partnership or group practice

ERIC . 36
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Table 22

FREQUENCY OF FACTORS CHECKED BY PRIMARY CARE

PHYSTICIANS (N=1161)

Factor

Climate or geographic features of area

Availability of elinical support facilities
and porsonnel

Opportunity to join a desirable partnership
or group practice

Opportunity for regular contact with other
phvsicians

Preference for urban or rural living

Recreational and sports facilities

Quality of educational system for children

Opportunity for regular contact with a
medical school or medical center

Income potential

Access to coatinuing education

Having gone through medical school, intern-
ship, residency, or military service near
here

Influence of spouse

Cultural advantages

Having been brought up in such a community

Opportunities for social life

High medical need in area

Prosperity of community

Influence of family or friends

Availability of goud soclal services, welfare,
and home care services

Opportunity to work with specific institution

Prospect of being more influential in community
affairs

Advice of older physician

Organized efforts of community to recruit
physicians

Availability of loans for beginning practice

Influence of preceptorship program

Payment of forgiveness loan

769
736

732
706
619
546

542
499
468

433
431
418
377
364
333
300
275

166
149

139
138

96
68
39
19

(SRR
I Y.
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Table 23

FREQUENCY OF FACTORS CHECKED BY PRIMARY CARE PHYSICIANS

Urban Primary Care Ehy51c1ans (N 839)

. Factor | No. %

Availability of clinical support facilities and

paersonnel 580 69.1
Climate or geographical features of area 554 66.0
Opportunity fDr regular contack with othe

phy=ic cians® 554 66.0
Opportunity teo jein a desirable partnership or

group practice 535 63.8
Opportunity for regular contact with a medical

school or medical center 481 57.3
Preference for urban or rural liVlﬂg 472 56.3
Recreational and sports facilities 433 51.6
Quality of education system for chi ldren® 419 49.9
Access to continuing educstion 395 47.1
Having gone through medical school, internghip,

residency, or military service near here 376 44,8
Income potential a 369 44.0
Cultural advamtagesa 367 43.7
Influence of spouse 335 39.9
Opporcunities for social life? 318 37.9
Having been brought up in such a community 259 30.9
Prosperity of community 228 27.2
Influence of family or Ef%&nds 212 25.3
High medical need in area 189 22.5
Availability of good scﬁial service, welfare,

and home care services® a 145 17.3
Opportunity to work with specific institution 129 15.4
Advice of older physician 100 11.9
Prospect gf being more influential in community

affairs 80 9.5
Avallability of loans for beginning practice 42 5.0
Organized efforts of community te recruit

physiciansa 41 4.9
Influence of preceptorship gr@grama 17 2.0
Fayment of forgiveness loan 2 0.2

3chi square for differences between urban and rural physicians is
significant at the .01 level.
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Table 23 (Continued)

7WRurallPt1",f} Care Phy51élans (ﬂ 288)

o o Factor B 7ND;7 _Z
Preference for urban or rural ‘Lvlng 214 74.3
Climate or geographic features of area 197 68.4
Qppmrtunlty to join desirable partnership .

orggroup practice 183 63.5
Availability of clinical support facilities

and ?ETS@ﬁEEla 169 58.7
Recrearicnal and sports facilities 167 58.0
Opportunity for regular concact with other

DhyLlLlaﬂSJ 162 56.3
High medical need in area” 134 46.5
Income potential 119 41.3
Quality of education system for Lhildrena 114 39.6
Having been nrmugnt up in such community 109 37.8
Influence of %pause' 80 27.8
Prosperity of community ) 66 22.9
Access to continuing education” 57 19.8
Influence of family or friends 56 19.4
Prospect af being more influential in community

affairs” 55 19.1
Organized efforts of community to recruit

physlgiansa 50 17.4
Opportunity for regular contact with a medical

school or medical center 46 16.0
Having gone through medical school, internship, .

residency, or military service near here 44 15.3
Cultural advantages 42 14.6
Opportunities for social life® 37 12.8
Advice of older physician 35 12,2
Availability of loans for beglnmlﬁg practice 24 B.3
Influence of preceptorship program 22 7.6
Availability of good social service, welfare

and home care services® 19 6.6
Payment of forgiveness loan 16 5.6
Opportunity to work with specific institution 15 5.2

AChi square for differences between urban and rural physicians is
significant at the .01l level.
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FREDUENCY OF FACTORS CHECKED BY GPs AND WON-GPs

- B General Practitioners (N=442) -
B ~_Factor - : No. %

f]

Preference for urban or rural living 283 | 64.

Climate or geographical features of area 281 63.6

Opportunity for regular contact with other
physicians 264 59.7

Avazilability of clinical support facilitie
and perscnnala

Opporcunity o join a desirable partnership or

e

iy

Fod
o
[
]
Wi
Ly

i

group praciice’
Eecreational and sports facilities
Income potential ) 196 44,
Quality of education system for children® 187 42,
High medical need in area 164 37.
Having been brought up in such a communirty 158 35,
Influence of spouse ) 145 32.
Access to continuing education” 122 27.
Having gone through medical school, inzérnghip,

residency, or milicary service near here 118 26.
Opportunities for social life 108 24,
Prosperity of community 106 | . 24.
Opportunity for regular Qogﬁaéi with a mediecal

school or medical center 104 23.
Cultural advantages 99 22,
Influence of family or friends 95 21.
Advice of older physician 74 16.
Availability of good social service, welfare,

and home care services 66 14.
Prospect of being more influential in

community affairs 55
Organized efforts of community to recruit

éhysiciansa 52
Opportunity to work with specific institution® 36
Availability of loans for beginning practice 32
Infiuence of preceptorship program 32
Payment of forglveness loan 16

Lo T s e IR NI S T S O T v ]

el O

o
a2
£ W

L~~~ 0o b
Loo N - i v ]

4chi square for differences between general practitioners and non-general
practitioners is significant at the .05 level.
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Table 24 (Continued)

Non-general Practitioners (N=719)

B Factor e - ) No. | %

Dppartun;ty to Jgin desirable partnership

or group practize 507 70.5
Availability of clinical support facilities

and personnela 506 70.4
Climate or geographic features of area 493 68.6
Opportunity for regular contact with other

physicians 468 65.1
Opportunity for regular cﬁntacg with a medical

school or medical center’ 438 60.9
Preference for urban or rural living 423 58.8
Recreational and sports facilities 391 54.4
Quality of education system fcg children?® 359 49.9
Access to continuing education 346 48.1
Cultural advantages 319 44,4
Having gone through medical school, iﬁtéfnghip,

residency, or military service near here 315 43.8
Income potential a 303 42.1
Influence of spouse 286 39.8
Opportunities for social life® 256 35.6
Having been brought up in such community 219 30.5
Prosperity of community 194 27.0
Influence of family or ff%ends 180 25.0
High medical need in area 169 23.5
Opportunity to work with specific institution® 113 15.7
Availability of good social service, welfare

and home care services 100 13.9
Prospect of being more influential in

community affairs 84 11.7
Advice of older physician 64 8.9
Organized Efgcrts of community to reécruit

physicians™ 44 6.1
Availability of loans for beginning practice 36 5.0
Influence of preceptorship program 7 1.0
Payment of forgiveness loan 3 0.4

2chi square for differences between general practitioners and
non-general practitioners is significant at the .05 level.
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FREQUENCY OF FACTORS CHECKED BY TIME OF PHYSICIANS'LOCATION DECISION

DEﬂidEd before Mediﬁal Schaal (N“lEQ)

_ Factor o No. Z
Preference for urban or rural 1ivinga 118 74.2
Availability of elinical support facilities

and personnel 113 71.1
Having been brought up in such a ccmmunity 111 69.8
Opportunity for regular contact with other

physicians 1086 66.7
Climate or geographical features of area 99 62.3
Opportunity to join_a desirable partnership '

.. a g ] ,

or group practice 93 58.5
Recreational and sports facilities 88 55.3
Quality of education system for children 77 48.4
Opportunity for regular contact with a medical

school or medical center a 76 47.8
Opportunities for social life a 67 42.1
Access to continuing education® 63 39.6
Cultural advantages , 57 35.8
Influence of spouse 54 34.0
Income potentiala 51 32.1
Influence of family or friends 47 29.6
Having gone through medical school, internship, :

residency, or military service near here® 46 28.9
High medical need 1in area 44 27.7
Prosperity of community 41 25.8
Availability of good social service, welfare,

and home care services® 28 17.6
Opportunity to work with specific institution 25 15.7
Prospect of being more influential in community

affairs 23 14.5
Advice of older physician 19 11.9
Organized efforts of community to recruit phy-

gicians 16 10.0
Influence of preceptorship pfégtaga 8 5.0
Availlability of loans for beginning practice 7 4.4
Payment of forgiveness leoan 4 2.5

3chi square for differences among times of decislon is significant
at the .05 level.
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Table 25 (Continued)

Decided during Medical School (N=120)

) Factor . i B No. | Z B
Preference for urban or rural 1ivinga 84 70.0
Climate or geographic features of area 77 64.2
‘Availability of clinical support facilities

and personnel - 73 60.8
Opportunity for regular contact with other

physicians 69 57.5
Opportunity to Jﬂln desirable partnership

or group practlce 64 53.3
Recreational andaspgrts facilities 56 49.2
Income potential 52 43.3
Quality of education system for childfena 51 42.5
Having been brought up in such community 49 40,8
Opportunity for regular contact with a medical

school or medical center 45 37.5
Influence of spouse 43 35.8
High medical need in area 39 32.5
Having gone through medical school, intarnship,

residency, or military service near here” 38 1.7
Cultural advantages a 34 28.3
Access to continuing Edugatiog 33 27.5
Opportunities for social life 33 27.5
Prosperity of community 27 22.5
Influence of family or friends 25 20.8
Prospect of being more influential in

community affairs 20 16.7
Advice of older physician a 16 13.3
Influence of preceptorship program 15 12.5
Opportunity to work with specific institution 13 10.8
Availability of good social service, welfare

and home care serviaesa 7 - 5.8
Organized efforts of community to recruit

physicians 7 5.8
Availability of loans for beginning pragtice 6 5.0
Payment of forgiveness loan 5 4.2

8chi square for differences among times of decision is significant
at the .05 level.
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Table 25 (Continued)

Decided after Medical School (Vdséz)

B ~ Factor S NG D
€1imate or geographlcal features of area ] 387 ced.1
Avallability of clinical support facilities and

personnel 571 66.2
Opportunity to join a desirable partnership or

group practice 569 66.0
Opportunity for regular contact with other

physicians 549 63.7
Preference for urban or rural liviﬁg 494 57.3
Recreational and sports facilities 466 54.1
Opportunity for regular contact with a medical

school or medical center 413 47.9
Quality of éducagion system for children 410 47.6
Income potential 393 45.6
Access to continuing education® 363 42.1
Having gone through medical school, internship,

residency, or military service near here f343 39.8
Influence of spouse 328 38.1
Cultural advantages 320 37.1
Opportunities for social life® 258 29.9
High medical need in area 245 28.4
Prosperity of community 231 26.8
Having been brought up in such a communizy 212 24.6
Influence of family or friends 198 23.0
Availability of g@odasacial gervice, welfare, and

home care gervices 128 14.8
Opportunity to work with specific institution 110 12.8
Advice of older physician 101 11.7
Prospect of being more influential in

commumnity affairs 94 10.9
Organized efforts of community to recruit

physicians 73 8.5
Availability of loans for beginning practice 55 6.4
Influence of preceptorship program 14 1.6
Payment of forgiveness loan 10 1.2

3cht square for differences among times of decision is significant
at the ,05 level,
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opportunities and climate or geographic considerations, urban physicians
emphasize to a far greater degree such professional factors as clinical
support, contact with a medical center, and access to continuing educa-
tion. The suggested lack or inadequacy of such supportive institutions
in rural areas points to the need for programs that free rural physi-

cians from professional isolation. On the other hand, the influences

L4

affecting rural physicians are more likely to be personal: a prefer-
ence for rural living, high medical need, and community recruitment
efforts. The influence of the spouse in the decision process is more
greatly perceived by urban physicians and may indicate strong aversion

on the part of many wives to the idea of rural living.

Comparison between GPs _and Non-GPs

Non-GPs appear to be significantly more influenced by profession-
al considerations than their GP colleagues. Clinical support, partner-=
ship or group practice opportunities, access to continuing education,
and contact with a medical school are indicated more frequently by
non-GPs as important in choosing a location. GPs, on the other hand,
are relatively more affected by personal influences such as perceived
medical need of the area, advice of an older physician, or experience
in a preceptorship program. This profile of the GP is understandably
similar to that of the rural primary care practitioner, since GPs are

more 1ikely than non-GPs to locate in rural areas (see Table 13).

Comparison between Physicians Deciding at Different Times

As for differences in the relative importance of various decision
influences at different decision times, it seems that the earlier a
physician decides, the more he is affected by such personal factors as
a preference for urban or rural living or having been brought up in a
similar community. In contrast, those who decide after medical school
(clearly the majority of the sample) are concerned with more concrete
factors such as partnership or group practice opportunities and income

potential.



STATED DECISION ATTRACTIONS FOR WIFE

When asked to consider possible factors of importance to them

in the practice location decision, an overwhelming majority of wives
indicate their husband's desires and career (Table 26). As in the
physician's influences, climate and geography and a preference for urban
or rural living are also important consideratioms.

Not surprisingly, the quality of the education system for their
children emerges as a strong influence on wives in the sample. The
alleged lower quality of schools in poorer, rural districts may account
for the greater importance urban wives attach to this factor (Table 27).

The obvious attractions of urban areas are indicated by urban
wives, who more often check cultural advantages, opportunities for
social life, and shopping opportunities as important considerations in

the practice location decision.
Table 26
FREQUENCY OF FACTORS CHECKED BY WIVES OF PRIMARY CARE PHYSICIANS(N=531)

Factor No. Z

Husband's desires, career, etc, 370 69.7
Climate or geographic features of area 354 66.7
Quality of education system for children 333 62,7
Preference for urban or rural living 306 57.6
Recreation and sports facilities 288 54.2
Family or friends 279 52.5
Cultural advantages : 231 43.5
Income potential of husband 187 35.2
Having been brought up in similar community 178 33.5
Shopping opportunities 160 30.1
Access to continuing education 154 29.0
Prosperity of community ' 133 25.0
Opportunities for social life 125 23.5
Prospect of being more influential in community

affairs 71 13.4
Opportunities for your own career 56 10.5
Facilities for out-of-town transportation 53 10.0
Organized efforts of community to recruit MD 50 9.4
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Table 27

FACTORS CHECKED BY WIVES OF PRIMARY CARE
PHYSICIANS, BY LOCATION

B o _Factor ) ) No. - Z

Wives or urban pfimary care physicians (N 368)
Husband's desires, career, etc. 256 69.6
Quality of education system for children® 247 67.1
Climate or gecgraghlc features of area 241 65.5
Family or friends 210 57.1
Recreation and sports facilities 197 53.5
Cultural advantagesa 191 51.9
Preference for urban or rural 11v1ng 182 49.5
Income potential of husband 138 37.5
Shopping opportunities’ 133 36.1
Having been brought up in simllar community 121 32.9
Access to continuing educatign 116 31.5
Opportunities for social 1ife? 103 28.0
Prosperity of community 99 26.9
Facilities for out-of-town transportation 45 12.2
Opportunities for your own career 444 12,0
Prospect of being more influential in community

affairs 43 11.7

Organized efforts of community totrecruit mp? 22 6.0

Wives of rural primary care physicians (N=151)
Preference for urban or rural livinga 116 76.8
Husband's desires, career, etc. 107 70.9
Climate or geographic features of area 107 70.9
Recreation and sports facilities 84 55.6
Quality of éducat%an system for child*én 77 51.0
Family or friends 63 41.7
Having been brought up in similar community 50 33.1
Income potential of husband 43 28.5
Cultural advantagesa 36 23.8
Access to continuing education 34 22.5
Prosperity of community i3 21.9
Organized efforts of community to recruit Mp? 28 18.5
Prospect of being more influential in community

affairs 28 18.5

Shopping opportunlties 22 14.6
Opportunities for social life? 19 12.6
Opportunities for your own career 12 7.9
Facilities for out-of-town transportation 6 4.0

Achi square for differences between urban and rural wives significant
at .0l level.




REGRESSION ANALYSIS

The results summarized above contain simple comparisons of the
answers given by 1965 graduates (and their wives) who intend to practice
primary care medicine in rural places with those given by graduates who
intend to practice in urban places. As discussed in Section II, multiple
regression analysis is used to examine the extent to which these factors
overlap in affecting a physician's location choice.

Table 28 presents the results of all the regression equations
based on alternative specifications of the independent variables and
the physician population. In this table, each column represents a
peparate regression equation; each row contains the estimated regres-
sion coefficients, and their corresponding t values, for a particular
independent variable., The sign and magnitude of the regression co=
efficient reflect the direction and importance of a unit change of that
independent variable on practice location. Scales for all independent
variables except place of rearing and age are dummy, 0-1, scales. S5ince
higher values of the dependent variable represent more urban lecatignéi
a positive sign indicates a relationship of the independent variable to
a cholce of a more urban practice location; a negative sign inéicatég
the variable is predictive of a more rural practice choice.

Regression 1 estimates the relationship of primary care physicians'
background characteristics and checked decision influences to their even-
tual practice location. Regression 2 adds a dummy independent variable,
indicating whether or not the physician is a general practitioner, to
the equation. Regreasion 3 adds the wives' characteristics and decision
attractions to the equation as independent variables. Regressions 4
and 5 deal with general practitioners in the sample without and with
wife variables, respectively. Likewise, regressions 6 and 7 deal with
primary care physiclans not in general practice. (Comparable regression
results using ranked, instead of checked, decision influences as in-

dependent variables are presented in Appendix C.)
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General Results

Among all the regression analyses, certain variables are consisten-
tly significant.* (Table 29 summarizes from Table 28 the significant
variables in each regression.) The physician's place of rearing is
the one background characteristic that emerges as a strong, significant
predictor of location in all equations. As the most highly significant
predictor of location, even with all other variables held constant, it
not only reaffirms the literature attesting to its importance, but
clearly indicates its strong independent contribution to the location
decision.

However, place of rearing is not such a dominant influence that it
washes out the effect of other variables, If the physician cites the
importance of h;gh medical need in the area as an influence on his
location dééisiéﬁ, that is a good predictor of his entering rural
practice. Citing efforts of the community to recruit physicians, the
prospect of being influential in community affairs, and the opportunity
to join a desirable partnership or group practice are also consistently
related to the choice of a rural practice location (although the
first two variables are not significant for GPs). On the other hand,
citing having gone through some stage of his medical training nearby
or the opportunity for regular contact with a medical school or medi-
cal center is strongly related to a physician's choice of an urban

practice location. (GPs again are the exception for the latter variable.)

Comparison between GPs and Non-GPs

There is reason to believe that there are qualitative differences
in the kinds of motivations affecting GPs from those affecting primary
care physicians (Table 24). When the first regression is run with the
addition of a dummy variable indicating whether the physician was a
GP (regression 2), the dummy variable enters the equation with a signi-
ficant, negative regression coefficient. Variables significant in the

first regression remain so, with very similar coefficients and t values.

* , , L
It was recognized that multicollinearity of some of the independent

variables was possible. We can get a rough indication of this by looking
at the simple correlations. A review of the correlation matrix revealed
that, while some correlations among independent variables were etatisti-
cally significant, none was more than [.49] and most were less than |.20].
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Table 29

SUMMARY OF REGRESSION RESULTS

Regression No,
Independent Variables 1 2 3 4 5 6 7
Background Characteristics, MD (P o ] i, \
Plgce of rgarj_ng ’ ( B) C“l‘)a {+) (+) (+) (+) (+) (+)
Sex
Age
Marital status
Rural preceptorship (ég (=) {(=) (-)
GP/non=GP * * * A * *
Decision influences, MD (PDI) 7
Income potential ) +) (+)
Climate, geography (-
Raised in such community
Forgiveness loan O RN ECMICY 7 1)
Spouse CONRICY
Family, friends e
High medical need =) () (=) [(=) =) (=)
Preceptorship +) |
Training nearby ) (BB [+ () (B
Older physician
Community recruitment ) (=) (=) =) 1)
Social life GO N RCOREICO NN IC)) (+)
Recreation, sports =) | () (=)
Education system ) )
Influential in community =) (=) (=) (=) {()
Cultural advantages ) | ) (B
Prosperity of community (=) (=)
Preference urban/rural =) | () (=) (=)
Clinical support
Social services o
Contact medical center ) (B B (CORRICY
Contact other MDs (-
Partnership, group =) (=) (=) |(=) =) {(=)
Loan availability ) )
Specific inatitution
Continuing education
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Table 29 (Continued)

Regression No.
Independent Variables o o -
e S N S 2 13 14 |51 6 }7
Background characteristics, wife (W_. R , ,
Place of rearing By » W SO *
Age _ % * * *x
Education level # * * * (+)
Decision attractions, wife (WDA)
Family, friends T * * * * (+)
Husband's income * * * * 1 (+)
Climate, geography * * * *
Raised in such community * * (+) * *
Husband's desires, career * * * *
Own careery * *  |(# % *
Continuing education * * * *
Community recruitment * % d *
Social life * * * *
Recreation, sports * * * (=) *
Shopping * L [CO T LB (C 02 N N G
Education system * * (+) * % (+)
Influential in community * * * *
Transportation * * L *
Cultural advantages * * * *
Prosperity of community * * * *
Preference urban/rural * (=) | * (] * ()

% plus (+) symbol in the column indicates a variable 1is a
significant predictor of urban practice location in that regression; a
minus (=) symbol indicates a variable is a significant predictor of rural
practice location.

bThe variable was omitted in the regression.

The addition of this variable adds only a little to the explanatory
" power of the equation; the adjusted R2 increases from .450 to .454.

In regressions 4 and 6, the sample of primary care physicians is
separated by specialty status (GP or non-GP). A comparison of the individ-
ual tegrgssian':gefficients of the GP and non-GP regression equations
shows that the differences between coefficients for many of the individual
variables were significant; i.e., there exists an interaction between
being a GP and the types of influences that affect the physician's loca-

tion decision. -
93
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For GPs, unlike the other populations, the spouse is a significant
perceived influence, and her influence favors the choice of an urban
location. Opportunities for social life also influence GPs toward urban
locations. Availabiliety of recreational and sports facilities and a
preference for rural living are strong predictors of a rural location
choice. Non-GPs alsc seem to be influenced by personal considerations,
but of a different kind. Variables such as experience in a rural
preceptorship program or a loan forgiveness program, community recruit-

ment efforts, climate and geography, and the prospect of being more

ing their rural location choice, Cultural advantages and social life

are significant predictors of their urban location choice.*

Comparison of Regression Results with Frequency Tables

Table 23 presents the frequency distribution of decision considera-
tions of urban and rural primary care physicians. The variables on
which the two samples differ significantly are variables that are for
the most part also significant predictors of an urban or rural location
in the regressions, However, there are some exceptions: clinical
support, contact with other physicians, quality of the educational
system, accesa to continuing education, and the opportunity toc work
with a specific institution. These variables are significant differenti-
ators of urban and rural physicians when only a direct relationship is
being tested without controlling for other variables, When regression
1s used to measure their relationship with other variables controlled,
those five variables lose their importance; i.e., their contribution
to the prediction of location is accounted for by other factors, such
as place of rearing. Conversely, the variable "opportunity to join a
partnership or group practice™ is checked about as often by rural
physicians as by urban physicians, yet it shows up as a significant

predictor of rural locations in the regressions.

*Thé sensitivity of the results presented here to various interpreta-
tions of the survey questions are now being investigated (see footnote
on p.9). Preliminary results show that the results presented in Table 28
are especlally sensitive to interpretation differences for the following
varlables for GPs: medical need in the area, availability of a group
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Addition of Wife Variables

When the wife's background characteristics and decision attractions
are added to the regression equations (columns 3, 5 and 7 in Table 28),
a majority of the significant physician variables remain gignificant.
A few physician variables newly emerge as significant (loan availability
for all primary care physicians and non-GPs). In addition, certain wife
variables become significant predictors of location. Shopping opportun-
ities, strongly predicting urban locations, and preferences for urban or
rural living, strongly predicting rural location, turn up in each of the
three regressions. In addition, the wife's place of rearing and her
concern for the quality of the education system for the children are
significant predictors of an urban location in two of the three regres-—
sions,

The percentage of the variance explained by the independent vari-
ables increases when the wife variables are included. Because of a
lower response rate for wives, the elimination of female physicianms and
all single physicians, the requirement that both the physician's and
the wife's questionnaire be complete, and the rejection from consideration
of wives who indicated less than a moderate influence on their husband's
location decision, the sample size for consideration is substantially

decreased., In addition, a larger list of independent variables was

used. Therefore, Rz can be expected to increase. But, the adjusted

[V}

[

R also increases substantially. The adjusted R2 increases from ,450
in regression 1 to .560 in regression 3; similar increases are noted
between regressions 5 and 6 and between regressions 7 and 8. Therefore,
as a group, the wife vafisbl&s add to the explanatory power of the
regression equation; in addition, some individual variables (e.g.,
shopping opportunities) are better predictors of locatlon choice

than some physiclan variables and thus replace them as significant

predictors in the equation.

practice, recreational and sports facilities, comtact with a medical
school or medical center, income potential, and influence of spouse.
Access to continuing education is especially sensitive to interpreta-
tion differences for non-GPs. For both GPs and non-GPs, the effect of
rural preceptorship programs is semsitive to interpretation of the
survey questions.
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IV. FOLLOW-UP SURVEY OF PRIMARY CARE PHYSICIANS

As stated earlier, one purpose of the current study has been to
determine policy-relevant factors that are important in the physician's
choice of a place to practice. Toward that end, a primary objective
was to develop, implement, and analyze a nationwide survey of young
physicians, As indicated in Section I1, this survey investigated
both demographic and subjective factors related to the decision process.
Its findings substantiate previous work of other researchers and suggest
that certain factors are more important than previously recognized and
need further study.

Specifically, the results of this survey havé:indicated the
importance of such factors as place of rearing, contact with a medical
center, training location, community recruitment efforts, partnership
or group practice options, and medical meed in the area as perceived
influences separating rural from urban primary care physicians. The
two factors checked most frequently by all primary care physicians
vere the opportunity to join a partnership or group practice and the
climate and geographic features of an area. The identification of the
factors that influence physiclans' decisions has important policy
implications for a community in its efforts to recruit physiclans and
for government in its efforts to supply physicians to areas of need.
Policies that appear promising include: recruiting medical students
from rural areas, supporting the establishment of area health education
centers in rural areas for clinical support and professjiomal aﬁdﬁéducaé
tional stimulation, and making more partnership and group practice

opportunities available in rural areas.*

UNRESOLVED ISSUES

Desirability of Rural Areas

While these factors do influence physicians' decisions, questions
still remain unanswered. For example, although we are able to identify
the crucial factors in a physician's choice of a particular practice

) * Preliminary results of the additional analysis mentioned in
footnoteSon pages 9 and 44 imply that group practices need to be in
rural shortage areas rather than rural areas uniformly to have any
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location, that information tells us little about the relative desirability
of rural and urban areas in general. Moreover, what factors deter physi-
cians from choosing a rural location? What are the unattractive features
of urban areas that may be capitalized on in rural recruitment programs?
Does a physician really consider all options when choosing a location,
e.g., was rural practice ever seriously appraised by urban practitiomners,

or do all physicians have a narrow range of alternatives?

Influence pffﬁeﬁi;gl Scheol

A second area where questions remain centers on the frequently
offered hypothesis that medical schocl training strongly discourages
both nonspecialized medicine and rural practice. The Rand—-AMA survey
has shown training to be a significant predictox of urban location
choice when checked as a decision influence. To shed additional light,
data from the present survey were combined with those from a factor °
analysis of U.S. medical schools performed as part of another Rand
project that has investigated the effects of federal programs om
academic health centers. Schools were defined along six dimensions,
or factors: graduate medical educatlon programs, state/private status,
non-MD education programs, reliance on non-fulltime faculty, federal
research involvement, and MD education programs. These factors
became the basis for a cluster analysis.

The ten different clusters are outlined in Table 30, and the
distribution of practice locations for primary care physicians in our
gpample among the ten clusters is displayed in Table 31. The chi
square is significant at the .00l level; clusters 2, 5, 7, and 10
represent medical schools that produced more rural physicians than
would be expected by chance. According to their factor scores, these
‘our clusters are clearly state schools with a relatively low emphasis
on specialty training programs. Ve do not know, however, if the
relationship between these characteristics and the production of rural
practitioners is camusal. Table 32 does not support such a causal
relationship; the same four clusters that produced more rural physi-
cians also trained more physicians who were raised in rural areas.

The strong relationship between place of rearing and place of practice

ghown in Section II may explain the emergence of the same clusters in

b7



Tablz 30

MEDICAL SCHOOL ANALYSIS RESULTS: TEN CLUSTERS IN
SIX FACTORS (TIWO FACTORS GIVEN HALF WEIGHTS)

Cluster #1 (10 schools; m.d. = 1.86)" Cluster #6 (3 schools; m.d. = 2.17)
Mzdical College of Wisconsin Medical College of Ohio i
Louisians, New Orleans Arizona
Suny, Dewnstate UC-San Diego
Pittsburg
Wayne 5tate Cluster #7 (10 schools; m.d. = 2.02)
Loma Linda Minnesota
Northwestern Colorade
Hahnemann Indiana
Thomas Jefferson Tennessee
UC-Irvine University of Wisconsin
Illinois
Cluster #2 (6 schools; w.d. = 1.17) Suny, Buffale
Uzah ) ) Texas, Southwestern
Mississippl UC~San Francisco
Alabama University of Michigap
Oregon
Arkansas Cluster #8 (10 schools; m.d. = 2.65)
University of New Mexlco Case Western
New York University
Cluster #3 (14 schoels; m .93) Columbia
Medical College of Fenﬁsylvaila ) University of Pennsylvania
Georgetown . Cornell
Albany Harvard
Tulane UC-Los Angeles
Saint Loulis Yeshiva, Einstein
Boston University of Washington
New York Medical University of Southern California
Tufts
Howard Cluster #9 (lﬂ EChDDls, M- d. = 1.20)
Chicago Medical Washington, St. Louis
Loyola, Chicago Yale
Creighton Emory
George Washington Johns Hopkins
Meharry Baylor
Rochester
Cluster #4 (6 schools; m.d. = 2,87) Duke
Michigan State o o Vanderbilt
UC-Davis University of Chicage
Puerto Rice Stanford
Bowman Gray
Louisiana, Shreveport Cluater #10 (B8 schools; m.d. = 1.15)
Mount 5inal New Jersey Medical School
Kentucky
Cluster #5 (17 achools; m.d. = 1.14) Florida, Gainesville
Maryland S Texas, San Antonio
South Carolina Suny, Upstate
Cincinnacd Kansas
Ohio State Miami
Loulaville Fennsylvania State
Oklahoma
Missourdl
Medical College of Virginia
Temple
University of Virginia
Vermont

University of North Carolina
Texas, Galveston

Iowa

Medical College of Ceorgla
Nebraska

Weat Virginia

Tha mean distance of achools in each cluster to the centrold of their cluaster 1s
denoted by the m.d, in parentheses,
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Table 31

PRIMARY CARE PHYSICIANS' PRACTICE LOCATION, gY MEDICAL SCHOOL
CLUSTER IDENTIFICATION

- 7FractiE§7La;atianéi o
__Rural 3 ___Urban | Row Total
ClusterD N?f, o A 1 No. % 7N§.77 - Z
1 31 19.6 127 80.4 158 14.7
2 26 44,1 33 55.9 59 5.5
Bd 24 14.5 141 85.5 165 15.3
4 3 30,0 7 70.0 10 .9
Sd 83 32.0 176 68.0 259 24.1
6 0 0.0 0 0.0 0 0.0
7 63 29.9 148 70.1 211 19.6
8 13 16.3 67 83.8 80 7.4
g9 18 23.1 60 76.9 78 7.3
10 17 32.1 36 67.9 53 4.9
Column Total 278 28 9 797 74.1 1075 100.0

4chi square equals 37.4 with 9 degrees of freedom; p < .001.
bSee Table 30 for components of clusters.

“Defined according to the AMA's nine-point demographic county
classification (Table 2).

dThe low frequency in these rows is attributable to the predominance
of newly established (post-1965) medical schools in clusters 4
and 6,

both tables. Does the medical school then have no effect on practice
choice? Is it important only in that other factors or characteristics
of the physician determine the kind of medical school he selects? If

some medical school programs truly encourage rural practice, what steps

can be taken to foster such programs?

Group Practice

A third area of the physiclan decision process only partially
resolved 1s that of partnership and group practice opportunities as a
determinant of location choice. Does a partner provide sufficient
professional support, or is a group necessary? How prevalent are group

practices among primary care physicians? How desirable are they? If
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the government, federal or local, should decide to subsidize the
establishment of groups in rural areas, what characteristics of a
group practice would be considered crucial to the physician?

A more in-depth exploration of the incentives needed to attract
physicians -- not only to a particular community, but to nommetropolitan
areas in general -- seemed necessary to answer some of the above
questions. Renlizing the unique opportunity to learn from our sample
of young physicians (primary care practitloners at or near the time of
a location decision), a follow-up survey was designed with the following

goals in mind:

o To identify factors directing physicians to and away from
either metropelitan or nonmetropolitan practice locations,

o To identify factors influencing a physician's practice
location that are not specific to a preference for
metropolitan or nonmetropolitan areas.

o To determine whether and how medical school training
influences practice location choice.

0o To identify factors that influence a physician to leave
his present practice location.

0 To measure the attractiveness of group practice to
metropolitan and nonmetropolitan physicilans and to
determine the parameters of group practice which are

most attractive to young physicians.

METHODOLOGY
Agaln, the AMA was asked to participate in the conduct of the
survey, They provided assistance in the design of the survey form and
endorsed its administration, but declined further assistance in distri-
bution, collection, and tabulation. All such activities were handled

through Rand's Santa Monica Office.

Sample

The follow-up survey was designed in two parts (see ,Appendixes
D and E). One questionnaire is directed toward those primary care

physiciana from the original survey of 1965 graduates who are practicing

Q ' G()
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Table 32

PRIMARY CARE PHYSICIANS' PLACE OF REARING BY MEDICAL SCTHOOL
CLUSTER IDENTIFICATION

Place of Rearing
Rural Urban Row Total
» 7 b s N = — e e = — e = ———
Cluster No. % No. % No. %
1 30 19.0 128 81.0 158 14.7
2 30 50.8 29 49,2 59 5.5
3 21 12.7 144 87.3 165 15.3
4 3 30.0 7 70.0 10 0.9
3 100 38.6 159 6l.4 259 24.1
6 0 0 0 4] 0 0
7 74 35.1 137 64.9 211 19.6
8 10 12.5 70 87.5 80 7.4
9 16 20.5 62 79.5 78 7.3
10 24 45,2 29 54.7 53 4.0
Column
Total 308 28.7 767 71.3 1075 100.0
a2
Chi square equals 79.4 with 9 degrees of freedom; p < .001.
b

See Table 310 for components of clusters.

in nonmetropolitan counties (N=287);* the other questionnaire is
directed toward those practicing in metropolitan counties who indicated
on the original survey that they seriously considered a rural practice
-- UCR (Urban Considered Rural) physicians (N=327). 1If we can believe
that these UCR physicians at one time showed at least passing interest
in rural practice, then they may be more susceptible to rural recrult=
ment efforts than other urban physicians. Comparing data on UCRs, other
urban physicians, and rural physicians from the original survey, one
finds that the UCRs have characteristics somewhat between those of
urban and rural physicians (Tables 33-35). More UCRs than other urban
physicians were raised in rural areas; more went into general or
family practice; more participated in a rural preceptorship program.

They may be more open than other urban physicians to various appeals

*Hanmetrupﬂlitan counties are those in categories 1 through 4
of the AMA's nine-point demographic county classification, i.e., those
outsice Standard Metropolitan Statistical Areas (SMSAs). Metropolitan
counties, on the other hand, are those in categories 5 through 9, i.e.,
tuose within SMSAs or potential SMSAs.
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Table 33

DISTRIBUTION OF PRIMARY CARE PHYSICIANS BY PLACE OF REARING,
PLACE OF PRACTICE, AND CONSIDERATION OF RURAL PRACTIC

7 e e —_——— — = — e -
Rearing = , g
sartig Sl Ne. z No. B No. %

78 25.
231 74.
309 104

1 54.
27 45,

Total 278 1006,

Rural
Urban

1 ol st

Table 34

DISTRIBUTION OF PRIMARY CARE PHYSICIANS BV SPECIALTY, PLACE OF
PRACTICE, AND CONSIDERATION OF RURAL PRACTICE

Place of Practice

Rural 7 UCR | Other Urban

Primarv care ——
_Specialty | No. | & No. _ ‘e JNo. | %

General or
family prac- 171 59.4 124 37.9 136 26.6
tice

[nternal medi- ]
cine 59 20.5 100 30.6 174 34.0

Obstetrics-
Gynecology 31 10. & 54 16.5 90 17.6

Pediatrics 27 9.4 49 15.0 112 21.9

Total 288 100.0° 327 100.0 512 100.0

dTotals may not add to 100.0 because of rounding.

Table 35
PROGRAM, PLACE OF PRACTICE, AND CONSIDERATION OF RURAL PRACTICE

Place of Practice

Participation _ Rural | ~~ ~  UCR L _____Other Urban

___No. %  No. A _ No. | 4

5.3 37 1
o7 453 88.
0

510 | 100,

Yes 71 24.7 50
No 217 75.3

 Total | 288 | 100.0 | 326 |100.C

w2
]
!
o
Qe

oo TR W |
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to take up & rural practice, The question then becomes one of deter-
mining which appeals would be successful. Again from the original survey,

UCR physicians seem to check the same kinds of decisicn influences as
other urban physicians, but they check them more frequently (Table 36).
The UCR sample complements our focus on rural practitioners by
uncovering those factors that influence a potential but neglected source
of rural practitioners: physicians who were lost to rural communities

because of an overriding lack of certain features, but whc may still be

1]

attracted at a future time.

luestionnaire Form

Both follow-up questionnaires determine the context of the practice
location decision, whether it was based primarily on a preference for
metropolifan or nonmetropolitan areas or was relatively independent of
such a praference, whetnez it was a positive or negative chojice, and
the {nfluences operating in whatever context the decision was made. The
answers can be useful to policy planners in developing programs that
encourage medical students who prefer nonmetropolitan areas or programs
that enhance the attractiveness of particular communities (e.g., group
practice opportunities).

Also determined 1s whether the physiclan, at the time of his
location decision, was choosing auwong similar kinds of communities
(e.g., among nonmetropolitan places) or between nonmetropolitan and
metropolitan communities.

Eath‘fallgwéup questionnaires explore the hypothesized influence
of medical school training on a rural practice location; the physician's
satisfaction with his present location and, more importantly, reasons
for his leaving after a short time; and the avallability of group
practice opportunities at the time of the practice location decision,
the attraction of group practice, and specific group practice character~

{atics seen as desirable,

RESPONSE_RATE

The two questionnaires were mailed in mid=1973; the overall response rate

was 63 percent: of 614 questionnaires, 387 usable responses were returned.

63
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Making up the total were 194 UCR physicians (a 59.3-percent response
rate for this group) and 193 rural physicians (a A7.2-percent response
rate), as shown below.

Questionnaires mailed Number

Total . . « « . . . « Bblb
UCR s e e e e ... 327
Rural . . « « « - - . 287

Usable questionnaires

returnied )

Total . . . + « . . . 2387 (63.0%)
UCR e e e e e . 194 (59.3%)
Rural . . . . . . . . 193 (67.2%)

RESULTS

A description of the two samples of respondents is provided in the
tables that follow. The data are derived both from responses frcm the
original and follow-up surveys and from biographical information from

¢

the AMA physician tapes.

Context of Decision

A mzjority of all the physicians in the samples based their practice
location cholce on a preference for either metropolitan of nonmctropolitan
areas (Table 37). However, the predominance of such preferences 1s due
largely to rural practitioners, 74 percent of whom decided on such a
basis. UCR physicians, as often as not, chose a location independent
of a metropolitan/nonmetropolitan preference.

For most physicians who based their location on metropolitan/non-
metropolitan preferences, the choice is due to a combination of positive
and negatives features of the two types of areas, although a substantial
number of physicians did decide for purely positive reasons {Table 38).
The factors most important in attracting rural physicians to rural areas
are comfort with the nonmetropolitan life style, lower population density,
and recreation and sports features (Table 39). Percelved deterrents to
metropolitan locations include high crime rate and dissatisfaction with
the metrcpolitan life style (Table 40).

For UCR physiclans, accessibility to cultural activities is the
most frequently checked factor attracting them to metropolitan areas

(Tsble 41). Comfort with the life style and environment and spouse's



=

Table 37
BASLS OF LOCATION CHOLCE

UCR _ Rural ~Total
- Basis | No| % ) No. i No. % _

setween metropolitan and
nenmetropolitan 90 47.6 140 73.7 230 60.7

I[ndependent of such
considerations

-
Rl
[
ra
i

50 1 26.3 149 39.3
7

Tetal 139t 100.0 192 §100.0 379 100.0
Table 38
DIRECTION OF CHOICE

UCR  Rural =  Total

_Dbirestion % No,| 7 ~ No._ % _No.} 7

Positive 36 | 38.3 274§ 19.7 63f 27.
Negatlve 2 2.1 201 14.6 22

7

9

Corbination el 59.6 90 65.7 146) 63.
Total { 24 J100.0 137) 100.0 231} 100.

Table 39
FACTORS ATTRACTING RURAL PHYSICIANS TO
NONMETROPOLITAN AREAS (N=117)

g

_Factor b No.

More comfortable with nonmetropolitan life

style and environment 104 88.9
Lower population density aQ 76.9
Recreation and sports 74 63.2
High medical need in area 60 51.3
Spouse’s preference for nonmetropolitan

living 45
Better education for children 36
Potential for high initial income 20
Other 7

It i
froa T VR
[ o R
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preference for metropolitan living are high ranking personal influences,
while regular contact with other physicians and accessibility to a medi-
cal center are important professional attractions of metropolitan areas
to physicians who move there.

Deterrents to nonmetropolitan areas for UCR physicians are predom-
inantly professional: lack of opportunity for continuing education,
possibility of professional isolation, and lack of adequate hospital
facilities rank high among factors deterring a physician from choosing
s rural area in which to locate (Table 42).

Among the physicians who decide on a practice location independently
of metr@p@litan/nanmetropélitan considerations, a variety of professional
and personal factors are checked as important in the decision (Table 43).
Nearby hospital facilities and availability of physician specialists are
checked most often by all physiciuns; but nearness to family and friends,
geographic features, climate, quality of the education system for the
children, and group practice opportunities are also perceived as impor-
tant factors in their location decislon. A group practice opportunity
is viewe . as important by virtually twice as many physiclans as was
either partnership or solo practice opportunities. Partnership, checked
no more often than solo practice, then must not offer all the support
most physicians seek.

Among the rural physicians in our sample, 43 percent indicate that
they ccisidered locations different in type (i.e., metropolitan) from
the location they chose (Table 44y ,*% A large percentage, approximately
6 out of 7, of those who considered alternative locatlons actually

visited the alternatives.

Influence of Medical School

Unexpectedly, most physicians (over 80 percent), both UCR and rural,
GP and non-GP, were not significantly influenced in their locatlon de-
cision by thelr medical school training (Table 45). Even among those
physicians perceiving an influence, the range of influences expressed

{s narrow (Tables 46 and 47). In their open-ended responses, rural

*In spite of the way we tried to select the UCR sample, only 62
percent of the UCR physicians indicated that they considered alternative
(1.e., nonmetropolitan) locations. Differences in wordiug or lack of
validity in the screening process may have caused this discrepancy in
responses from the initial to follow-up survey, but we do not know how
much of the difference is attributable to either source.
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Table 40

FACTORS DETEERRIN

s U I~
METROPOLITA?

o

AREAS (N=111)

- Factor e -

Uncomfortable with metropolitan life style
and environment

High crime rate

dumber of physicians already there

Spouse's aversion to metropolitan areas

High cost of living

Other

G RURAL PHYSICIANG TROM

13.6

Table 41
FACTORS ATTRACTING UCR PHYSICIANS TO
TMETROPOLITAL AREAS (2=92)

e Facror Ho. | %
Accessibility to cultural activities 9 85.9
Opportunity for regular contact with other

physicians 69 75.0
More comfortable with metropolitan life style

and environment 67 72.8
Accessibility to academic medical center 59 64.1
Spouse's preference for metropelitan living 54 58.7
Abilitv to limit practice specialty 41 44.6
Highe: population density 3l 33.7
Anticipated higher income 14 15 2
Other 7 7.6

Table 42
FACTORS DETERRING UCR PHYSICIANS FROM
NONMETROPOLITAN AREAS (N=58)

_Factor

Nes,

Possibility of professional isolation

Lack of opportunity for adequate continuing
education

Lack of adequate hospital facilities

Poor quality education system for children

Anticipated workload too great

Inadequate contact with medical school

Spouge's aversion to nonmetropolitan areas

Uncomfortable with nonmetropolitan life style
and environment

36

36
29
24
23
22
21

Influence of medical school training 1 .
Possibility of lower professional status 4 6.
Other B ,27 i?i
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physicians cite the importance of the rural preceptorship experlence,
the e. nasis on GP training, and, most of all, the resisted attempts
to discourage rural practiaeifTbCR physicians most frequently indicate
an emphasis on specialty training and an instilled desire to be near

a medical center as influences transmitted by the medical school,

Physician Mobility

Table 48 shows the very low rate of mobility among surveyed
physicians, even among rural physicians who might be expected to seek
more professionally supportive environs after experiencing the reality
of rural practice. Among those who gave a reason for leaving, only

two rural physicians cited cverwork or lack of free time.

Croup Practice

Group practice opportunities were available to more than one-half
of all physicians in the sample at the time of their location decision
(Table 49).* Similarly, a large number, slightly more than one-half, of
all physicians surveyed are currently in a group practice (Table 50),%**

Group practice is viewed as desirable by most physicians; over
two-thirds of each physician group would join a group practice now if
they had the opportunity (Table 51).%%% As an alternative measure o:
the desirability of the group practice mode, a cross-tabulation of ~vail-
ability of a group at the time of the location decision and the present
practice status reveals that most physicians (73 percent of the UCR
and 82 percent of rural) for which a group was available have joined a
group (Table 532),
physicians surveyed prefer small groups of 35 to 10 physicians (Table 53).

UCR physicians prefer single-specialty groups to multispecialty groups,

*

Hovever, proportionately fewer rural than UCR physicians and
fewer GPs than non-GPs indicate the avallability of such an opportunity;
in fact, the rural GPs are least likely to have had the opportunity to
join a group.

*k ,
Again, rural physicians, GPs, and especlally Tural GPs are less
frequently in a group than are urban physicians and non-GPs.
&k
Groups appear alightly less attractive to GPs than non=GPs, but
that difference may be related to perceived availability and thereby
lower expectations.
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Table 44
CONSIDERATION OF ALTERNATIVE KIND OF PRACTICE LOCATION
BY RURAL PHYSIL CIA}IS

Scéﬁgipf ééﬁsiééﬁétiéﬁzéé_ Wd_ﬂ”"¥, ; ) J“Nég j, hw;%,_
Considered Alternative Location
Yes 83 43.7
No 109 56.3
Total i92 100.0
Visited Location
Yes 71 85.5
No 12 14.5
Total 83 100.0
Table 45

INFLUENCES OF MEDLCAL SCHGOL TRAINING®

o ) B UCR Rural Total
Influence = ————— - -
i _ | Bo. | % No. % _ | No.| %
Yes 37 19.1 29 15.0 66 | 17.1
No 157 80.9 | 164 85.0 321 ( 82.9
Total 164 {100.0 | 193 {100.0 387 [L00.0

8Chi square is not significant.

while the rural physicians' preference is the reverse. Being within
15 minutes of a hospital is important to most physicians; over 70
percent of both rural and UCR physicians indicate it is important to
have a hospital only 15 minutes away. Of the features listed on the
questionnaire, the type of practice (single- versus multispecialty) is
most often seen as the single most important characteristic of a group
practice (Table 54).

In comparing group practice with other practice modes, the out—
standing featurs of a group is i%s ability to allow scheduled free

time; appruximately one-third of all the physiclans check this as the

Q ' 7’1




Table 46
INFLUENCES EXPRESSED BY RURAL PHYSICIANS

___Influence _ ) No. Z__
Negative influence 11 37.9
Rural preceptorship
experience 6 20.7
GP training 6 20.7
Other 5 17.2
No answer 1 3.4
Total 29 100.0
#Total may not add to 100.0 because of
rounding
Table 47
INFLUENCES EXPRESSED BY UCR PHYSICIANS
___Influence ; 1~ No. Y
Specialty training 15 41.7
Desire for nearness to
medical center 9 25.0
Familiarity with area 4 11.1
Negative influence
(against rural) 4 l;’l
Other 4 11.1
No answer c 0
Total 36 100.0
Table 48
PHYSICIAN MOBILITY®
UCR_~ } Rural Total
. ) No. | 4 ) No. Y Z |No.} 7%

Leaving within
2 years 12 6.2 10 5.4 222¢ 5.8
Staying more
than 2 years | 181 | 93.2 176 § 94.6 357y 94.2

Total 193 j100.0 § 186 §1i00.Q% 379}100.0

AChi square is not significant
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most favorable characteristic (Table 55). The only other characteristic
checked by a substantial number of physicians is the ability to provide

better quality care.

Table 49

AVAILABILITY OF GROUP PRACTICE OPPORTUNITY
" AT TIME OF PRACTICE LOCATION DECISION

UCR _ Rural Total

2 No. | 'z iNo \ Z

Aévg?la?ler _No..

Yes 129 69.4 98 | 52.4 227 | 60.9
No 57 36.6 89 | 47.6 |l46 | 39.1

Total | 186 |100.0 | 187 |100.0 |373 |100.0

&chi square equals 11.2 with.1l degree of freedom;
p < .001.

Table 50
CURRENT GROUP PRACTICE STATUS®

[nGrowp | Noy 4 | No.| % | No. &

Yes 112} 58.6 98 51.0 | 210 | 54.8
No 791 41.4 94 49,0 | 173 | 45.2
Total | 1917100.0 192 | 100.0 | 383 | 100.0

4chi square is not significant.
Table 51
DESIRABILITY OF GROUP PRACTICE®
Would Join ~ UCR ~ Ruyral __Total
N o o . -1 Tl
" IMo.| % | No.f % | No. | %

Yes 116 75.3 109 72.2
No 381 24.7 421 27.8 80 26.2
Total [154 | 100.0 151} 100.C

4hi square is not significant.
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Table 52
CURRENT PRACTICE STATUS BY AVAILABILITY OF GROUP®

Currently _ Group Available at Decision Tinme
n UCR Rural  Total

Practice - -1 T A e
NQ; iﬁé - NQE . . 727 L ,ND‘, ;i;

Yes 94 72.9 80 8l.6 174 76,7
No 34 27.1 18 18.4 53 23.3

Total 129 100.0 58 100.0 227 100.0

[ P . . s
Chi square is not significant

Table 53
MOST FAVORABLE CHARACTERISTICS OF GROUP PRACTICE

Characteristics = _UCR ) Rural Total
No. | % Y No. | % | No. | %_

!
Size
3-10 physicians 126 64,

4 112 58
11-20 physicians 7 3. ;

5

7

8
15 7.
1z 6.
18 9

20+ physicians 10
Not important 15
No checks or multiple
checks 36 18. 36 18.7 72 18.6
Total 194 100.0 193 100.0 | 387 1}1100.0

< ROV

oy

b
Type
Single specialty a3 42,
Multispecialty 50 25,
Not important 23 11.
No checks or multiple 38 19,
checks
Total 194 100,

48 24.9 | 131 33.9
82 2.5 § 132 34.1
25 13.0 48 12.4
38 19.7 76 19.6

OhosD 00 O

193 100.0%4 387 l100.0

o

. ) . .b

Nearness to hospital

Within 0=5 minutes

Within 5-15 minutes
Within 15-30 minutes

Not important

No checks or multiple
checks 39 20.
Total 194 100.

101 5
39 20

o

[ B (N )
La L

F o N

-3 | 167 43
2111 2

~dl
. e

10 18

37 19.2 | 76 LQ.SQ
193 100.0 § 387 {100.0

O

Other

5 100.0 9 100.0 14 {100.0

4Chi square 18 not significant.
bChi square is significant at .001 level.

“Totals mey not add to 100.0 because of rounding.
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Table 54
Y T AT « ey &
SINGLE MOST IMPORTANT CHARACTERISTIC OF GROUP PRACTICE

__UCR___ | _Rural _Total
Characteristic | No. % | No. | & _No. ok
Size 19 13.0 34 20.3 49 16.6
Type 76 52.1 75 50,7 i51 51.4
Nearness to
hospital 8 5.5 1 1 9.4 22 7.5
Other 43 29.4 25 ¢ 19.6 72 24.5
Total |146 |100.0 148 | 100.0 294 100.0

a. . , e s
Chi square is not significant.

Table 55

SINGLE MOST FAVORABLE CHARACTERISTIC OF GROUF PRACTICE WHEN
COMPARING IT TO OTHER PRACTICE MODES®

UCR ~Rural |  Total

Characteristic -7 No. 7 | ¥o. 7 No. yA
P=er support 9 6.5 131 9.4 22 7.9
Scheduled free time 73 52.5 63] 45.7 136 49.1
Less administrative

responsibility 6 4.3 91 6.5 15 5.4
Better quality care 36 25.9 231 16.7 59 21.3
Lower Start-—up costs 3 2.2 41 2.9 7 2.5
Opportunity for team

practice 10 7.2 251 18.1 35 12.6
Other 2 1.4 1y 0.7 3 1.1

Total 139 | 100.0 | 138{100.0 277 | 100.0°

4chi square is not significant.

bTétal may not add to 100.0 because of rounding.

bUMHARY

The basis or context for a location choice is quite diffezent for
rural and UCR physicians. The rural physician's choice is usually
dictated by an overriding preference for rural areas. This preference
is primarily based on comfort with the rural life style (including

population density and recreation) and becomes more central in the
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decisionmaking process than particular community characteri-tics, The
UCR physician has not shown to the same extoent 11 preierence or eslier
urban or rural practice in choosing a community. Of scemingly greater
concern to these physicians is professional support-—houpital, special-
ist consultation, medical school, group practice. As - potenLial ource
of rural care, they appear willing to choose a rural practice loration,
if such support is provided. Certainly their minds s=-en open until tuc
final decision is made, for they are visiting rural communities. But
even the UCR physician who makes his choice based on a preference for
urban areas expresses the same concern with regard to possible pro-
fessional isolation in rural areas.

The view of the medical school training experience as a deterrent
to rural practice has not been supported by the present data. However,
what little effect the training has on UCR physicians is discouraging
to nonspecialized, rural practice.

Group practice appears to be much more desirable than either solo
or partnership practice modes. More than one~half of the physicians
surveyed are currently in a group; a substantial twe-thirds would
join a group if they were starting practice again. A slight discrepancy
exists in the availability of group [ actice opportunities for rurazl
versus urban physicians,

The kind of group that rural physiclans find favorable is small

3 to 10 physiecians), has a number of specialties under one roof, and

[ P

s very close to the hospital. UCR physicians, on the other hand, prefer

mall single-specialty groups within 15 minutes of a hospital. Group

Ll

practice 1s more desirable than other practice modes because of the

opportunity to allow scheduled free time.

-3
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V. DISCUSSION AND CONCLUSIONS

Two surveys of recent medical school graduates explored the loca-
tion decision process of primary care physicians. In questionnaires
designed to identify key decision factors differentiating urban and
rural physicians, several long-believed relationships were confirmed
and other, less anticipated relationships were uncovered. The results
of the surveys point to serious policy considerations in the following

4areas,

EXPOSURE 10 RURAL AREAS

By far the most significant finding of the present surveys is

the confirmation of the strong relationship between the primary care
phy=tcian's place of rearing and his eventual practice location choice.
Other studies have shown such an association on geographically limited
Eamples;é’ 11 and the idea that exposure to rural places, such as having
grown up in a rural area, is an important predictor of rural location
choice, was most recently given strong support in an analysis by Yett
and Si@an,zé But in the present analysis, the powerful predictive
value of place of rearing, when other background and attitudinal
factors are held constant, was clearly demonstrated for a large,
nationally representative sample. The regression analysis, yielding

a coefficient of .27 for place of rearing, suggests that increasing
the number of medical students with rural backgrounds will increase

the number of physicians choosing rural practice.

Certainly programs following such an approach have been in opera-
tion and with some success. For example, the University of Illinois,
encouraged by the Illinois Student Scholarship Fund, while not adjust-
ing its admissions standards, gives special admissions consideration
to applicants displaying background and intentions favoring a rural
practice choice. As a result, their loan program has shown a high

success rate (73 percent)* of repayment by rural service;zs

x ,
The average success rate among eleven existing loan forgiveness

programs was reported as 60 percent.

(i
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liowever, the feasibility of a nationwide policy of selective
admissions brings un the question of discrimination in admissions
policies. The best approach may be recruitment of qualified potential
medical students from the rural areas of the nation reinforced by leoan
incentives. The success of various programs that emphasize rural
background as a criterion for aid should be determined,

In addition to having grown up in a rural area, having partici-
pated in a rural preceptorship is a significant predictor of rural
practice clioice. However, while such programs may provide needed
reinforcement of the reality and advantages of rural practice during
the physician's medical school training, one cannot determine definitely
from the present data whether the association between participation
and practice choice is an artifact of a selection bias, i.e., only
those medical students who already have a strong interest in a rural
practice actually participate. Further investigation may reveal
whether exposure to these pregrams can change the eventual destination
of those physicians intending urban practice.

The location of the physician's training (though not medical
school alone) is a strongly perceived influence on his location
decision, and, since most medical training centers are in urban areas,

a strong predictor of urban practice.

COMMUNLTY _FACTORS

The economic attraction of a community has been shown to be

impertant in the literature of physician location., However, in our
original sample of primary care physicians, neither income potential
nor prosperity of the community emerges as a significant pgfggiugd
“influence, Perhaps these measures of economic attraction require
socially unacceptable responses and are therefore undercounted.

Other factors related to the practice setting do appear to be
significant, however. Leisure time activities are important to
physicians; “recreation and sports facilities" is checked frequently
on both the original and follow-up survey by physicians choosing a
rural practice location. On the other hand, opportunities for social

life and cultural advantages are strongly related to an urban practice

ERIC 78
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choice. Tt is not clear what the rural community, by nature of being
rural, can do about increasing its attractiveness on these two factors.
in order to compensate for inadequacies of this type, the community
could appraise its recreational advantages and present them in their
best light. In addition, the wife's concern for quality education

for the children and shopping opportunities suggest other features

that the community could emphasize. Above all, rural communities
should be made aware of the stated importance of these considerations

to physicians in their decision about a practice location.

PROFESSLONAL CONSIDERATIONS

On the original survey, one of the most frequently checked
influences and a strong predictor of rural practice is the stated
opportunity to join a desirable partnership or group practice. This
fact is reiterated in the physician's concern for other types of
professional support, especially in areas remote from medical centers.
The UCR physician's concern for professional considerations in his
location choice and the overwhelming desirability of group practice
on the follow-up survey provide further testimony of the importance
physicians place on professional factors in the location decision.

One should keep in mind, however, that the data do not demonstrate

or predict that encouraging the formation of new group practices in
rural areas, through financial or management assistance, will attract
more physicians to those areas; they are merely descriptive of the
concerna of young physicians. Nevertheless, plausible inferences can
be drawn, e.g., lack of group practice opportunities in ai:ural area
will not be perceived as a community asset by the physician considering
choosing or remaining in the community.

Besides the attraction of group practice, the opportunity for
regular contact with a medical school or medical center, with the
clinical and peer support and access to continuing education that it
allows, appears to be the conZzin of physicians who choose urban areas.
Area health education centers might meet these needs in rural areas
and lessen the attraction urban centers have by ensuring that the

physiciar would not be professionally isolated.

79



The follow-up survey attests to the professional concerns of
many physicians who have not closed their minds to rural practice.

These physicians represent an untapped source of medical manpower
for rural areas,
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Appendix A

SURVEY OF 1965 MEDICAL SCHOOL GRADUATES
PHYSICIAN QUESTIONNAIRE

AMERICAN MEDRICAL ASSOCIATION
535 North Dearborn Street, Chicago, Nlinois 60610

Fill in the blank or put an “X’* in the box oppesite the answer which most nearly fits your situation,
Check only one box for each question,

1. Describe your present status. -
|nresndencyf:rfglluwshlptrammg(naﬁfederal)..i.!...........,”i..”‘i,...gljlfﬂ
b in federal service {including military, Public Health Service, or Veterans _
Adrﬁlmstralu‘:n)'j 2
¢. In active patient care practice {nonfederal) . .. .. ... .. ... ir i e % -3=w=5kip ta Question 3
s s 4

d. In ather professional activity (teaching, resparch, administration, etc.) .

2. If you did not check “¢* in Question 1, which of the following most closely describes your presant

plans:
a. Plan to be in active patient care practice (non-federal} by September 1973 and certain or 7
fairly certain where the practice will be logated . . . . . .. .. o0 v a e e e . Chaa
b. Plan to be in active patient care practice {non-federal) by September 1973 but do not
know where the practice wilibe located . .. .. . .. oe v cir s e -2
r:Neuthernﬂheab@ve!..!.““.;..i;!....,...,... -3

lf you cha:ked " in Question 2, please answer this questionaire 83 if :f you were alrsady in prs«:rn:e at
that lacation.
if you checked “b"” or “¢,” stop here. Please place the quesrmrma:r& in the return envelope and mail it

as spon as possible. Ignore the enclosed “Wife Questionnaire.” Thank you for your cooperation,

3. What is {or will be) your specialty in activé patient care practice?

a, Ganeral practice or family practice
b, internal medicine s
o Pediatrics .. ..........
d. Ohstetrics-gynecology ..
e Surgery (8l TYPES) .. ... ... e et
g Radiology .. ..o v e e e
h. Anesthesiology . . .. ...« v ir i e .
i, Pathology.. ...
j. Other
4. le (or will) your practice (be) limited to 3 subspecialty?
aYeleEx
"‘MDE 2
5. 1 .8t Siate, Cauntyi and City (gr tawn} did you reside primarily until 18 years of age?
Siate . —_ T e 17718
County — — S - I—— L |
City (of tOWN)e—— S— . - —_ 22-25

6. In what State, County, and C;ltv {cr town) do  you (or do you plan to) practice?

State — - E— 26-27
County co—mee — . — — . 7A-10
City (or town)-. S R e 31:38

7. In your rnadical education or training, did you participate in a rural preceptorship program or
other experimental rural health program?
asa

B YBE. . ... esEarea i na ey
[ T S R R R -2

When did you decide 1o locate your practice in the kind of eomfmunity you have now chosen {i.e,, urban,

wm‘

rural, suburban)?
. Before medical school ..
. During medical school

During internship, resndem:y ar GIth hoyse staff trsnmng
. During military sBrviCe . . .. .. .. .o
. Other (Spacify o e .

ﬂ‘ﬂ-!’* T ow




9. If your practice i3 not {or will not be} located in 3 small town or rural area, did you ever senously con-
sider such a practice location?

a. Yes .. ... -2
b. No. . ... 2
¢ Not applicable -3

10 Ll*‘tgd below 15 a grour of factors which are said 1o be important when a physician decides where 1o locate

5 practice. Were any of them especicily wmportant o you 10 picking one iocation over others? Check any
fag_.‘Drs which helped you decide where ta Incate,

a Income potential . .

b, Chmate or qpographlc féa,ur 50 R

¢. Having been brought up in such acommunity . . ... .. . . e

d. Paymant of "forgiveness loan” . .

v influence of wife or husband (her/hosr‘rzﬂrgs career, 21c.} . e e e e e e :
t influsnce of family or frierds . . .. . ..
s High -nedicsl need inosrez. L L o
h. influence of preceptorship pragram . .
i, Having gone through medical school, mtemshnp resnéjerlcy ar rﬂllltary sErVICE
rear here . . ... .. ... e e e e e e e Tas
i Agvlte@fmdmphystclan............,;;,. PR B -+

Listext below is anather group af factors. Check any factors from this group which helped you decide
where 1o locate.
k. Organized efforts of community to
. Opportunities for social life

~. Recreational and sports facilities | . . .. a
n. Quality of educational systermn for ¢ hsldreﬁ L : 51
o. Prospect of being more influential in community ah‘aarf e e .52
5 Culral advantages R T
q. Prosperity of community .. ... ... ...... .. s
r. Preference for urban ar rural hiving. . ... ... ... ... .. e O s

Listed below is another group of factors. Check any factors from this group which helped you deci -

where to locate,
5. Availability of clinical support facilities and personnel
t. Availability of good social service, welfare, or home care services
u. Opportunity for reguiar contact with a medical school or medical center.
v. Opportunity for requls -ontact with other physicians . . .. . e e e e
w. Opporiumty to join des.rable partnership or group practice . . . .. . . ..
%, Availability of loans for beginning practice . .. .. ... ... ... B =
y. Opportunity to work with specific instituton .. ... o 0 o e Ll_Jﬁ;
; ACCESS 10 CONLNUING BAUCALON - . .o .ottt e h e L]ea

Among all the factors checked above, choose the thies that were most important in attracting you to the
lozation you selected and rank them below.
RANK LETTER CORRESPONDING TO FACTOR

1 {most important}

Fs - [,
3 = S s
11 Male F'h\;snr:lans Please ask your wife to complete the attached questionnaire, (/f you are not married,
check here )

a7
Thank you tor partupsiing o this survey. Please place your questionnaite in the return envelope and mail

it a5 snoOn as possible. We appreciata your cooperation.

-
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Appendix B
SURVEY OF 1965 MEDICAL SCHOOL GRADUATES
WIFE QUESTIONNAIRE

AMERICAN MEDICAL -~ ;3QCIATION
535 North Dearborn Street, Chicago, 1ltinois 680610

Fill in the blank s put an "X in the box apposite the answer which mast nearly fits your situation. Check anly
ane box for each question.

M dt

_ Listed below are factors which y

Age 13-14
. Highest education level
a. High school graduate of fess . .. ...... ... Cee e 1
B. S@mecguege—naba:halarsdegree -2
c. College gri=tuate . ... oo cv oo . -3
d. Postgraduate degree (Specify — 4
In + at State, County, and City (or 1own) did you reside primarily until 18 years of age?
. [[1isa7
S — i, [Misz20
C+e ‘af (ownl ﬁﬂ 21-2a

. ‘Ware you married or engaged to your husband at the time he decidad to locate in the coramunity where he

has (or swwon will) set up practice?

:ipw much influence do you think you had or your Fushand's dezision to locate in the community where

re has (or soon will) set up practica?
5. Complate or almost complete=entirely or aimost antirely my decision 261

b, Graat — | had a great deal ef influence . . .2
¢. Moderate — a3 much his choice as ming .. ... .. .o -3

d. i.:5a = mostly his decigion ... ... ... . . ] -

e. Mone or almost none — entirely of almﬁﬂ é.mni.lv h!s dgcman I . L -5 skiota
f Not applicabls — did not know my husband at thattime . ... ..... .. e E}

ou may have considered when your husbanc decided where to locate his
practice. Chaeck any items which were espet;latly attractive 13 you. B

. Family or friends. . . .. ... TR L . . . . . [Jer
income potential of huzbs rd. ..l ..
. Climate or geographic features of area . ... - s s e
Having been brought up in this or similar tﬁmmumw s .
Husband's desires, carger, B8, . . ... - oot
Opportunities foF your own career . . . ...« -« L.
.Ac;asstnmmmumggducancn..,..........‘,H.,..,..,.g..;;”...H.,.”r,
. Organized etforts of commuuity to recruit a PhYSICIER « . oo [
Dppﬁr!umteesforsgcnaihfe e e e e
Listed belaw is another group of factors. Chack any items from this group which were also especially
atirs

oo

P - B - - M ]

tive 1d you.

j _creatianalandspgr!sfacilitias;: e

k. Shopping opportunities. ... ... - s e

. Quality of educational system ‘Qr :h\i Sy e e e e

m. Prospect of baing more influe=tial

n. Eacilities for out-of-town tran: N

0. Culiura!advamaggs..,e..;...,..;....,.“..,,.;..,.;;.....;..._i.,

P Prosparity of COMMURAItY ..o e

a Frgfaanﬁefafurbannrrmalhvmg_..;...;.,,.;..,..,..-;v.,”.”.i.e” .....
Among all the factors checked ahove, choose the thres that were most important and rank them below.

RANK LETTER CORRESPONDING TO FACTOR

1 (most impartant) = J— — Ak

2 = ~ I 45

3 = — 1]

Guestion 7
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tf your husband's practice is not {ar will not be) located in 2 small town or rural area, did you ever seriously

consider such a location?

3OS L _,:]l?»l
BoNo ... s 2
o, Notapplicable. . .. .......... ............] -3

Tha.k you for participating in this survey. Flease place your completed gquestionnaire in the return envelope
ihle, Also, please make sure your hushand has returned his questionnaire, We

=t rnail it 25 soon as pos
s te your caoperatio

86
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Table C1

FREQUENCY OF ¥ S RANKED 1, 2, OR 3
5Y PRIMARY ! PHYSICIANS (N=1161)
Ho %
Cpportunicy a desirable partnership
or group ¢ 499 43.0
Climate or geographic features of area 402 34.6
AUElldD‘lLty of inical support facilities
2 251 21.6
ce »r rural living 250 21.5
ote ntlﬁl 192 - 16.5
f;ity for regular contact with a medical
or medical center i 184 15.9
ence of spouse 181 15.6
Having be¢ brought up in such a community 163 14.0
Having go..- thvough medical scheol, int.in-
ship, residency, or military service near here 143 12.3
reaticnal and sports facilities 139 12.0
iical need in ar=sa 136 11.7
Qua?vty of education system for children 119 10.3
Opg . tunity for regular contact with othex
sici 113 9.7
Influence of family or friends 107 9.2
Access to continuing education 103 8.9
Cultural advantages 91 7.8
Opportunity fo work with specifi E
institution H 6£8 5.9
Opportunities for social life 40 3.5
Prosperity of community 30 2.6
Organized efforts of community o recrul* {
physicians ' 22 1.9
Advice of older physician 21 1.8
Prospect of being more inflrential in
¢ommunity affalrs 20 1.7
Influence of preceptorship program 12 1.0
Paymeut of forgiveness loan 11 1.0
Avallability of good social service,
welfare, and home care services il 1.0
Availability of loans for beginning
practice 9 0.8

88
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4 BY PRIMARY CARE

- - 17 et ‘rin

Factor

sortuni ioin desirable

proup practice

hoade
N P
L

te or weopraphle fedatures of area

lability of clinical suppore racilit
nnel’ v 201 24.0

dppertunity for regular contact with a medieal
wobor medical centur Sole7 j 19.4
A for urban or rural living § 139 1 16.6
Copotentiodl D138 D l6.5
i tuence of =pouse , 131 £15.6
Having pone through medical school, | f
regidency, or military service nea: ? 123 I l4.7
Hoving bewen bronght up 1o such ( 114 ¢ 13.6
Cral ity o edncdation m Loy % 92 g 11.6G
Loress T continuing education” . ; 89 {10.6
i T 5 racilitics’ { '
tanmily or friends : :
3 : ;

Coaloaratl advantazes

Upoorsdnity e resular contact with other

Lo LAaAn =

L e

{ Al need 0o
Upportunity to work withn

ciy med e

institution

tor social
commuiity

—
o
ey

L s T Y, b M e

in

commuity atfairs
Avaicaiility of pood social servics, welfare
[AEAS : 1(]

droamized etroarts of community to

o

1.2

A home care fery

Fees ."lli[, i;{i‘,‘}%i-‘i.fxﬂﬁ

ity o Toanyg 1tor f’li’!}'iiﬂﬁi!li% proct .o

SR

-

e
s < N . i A Bt

fatlience o1 preceptorship program
poprog

L

ment of rorgivencss loan

[
o

piosguare tor ditrereaces between urban and rural physicians
sipniricant at the 0L lLevel,
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BY GPs AND KON=GPs

&
=5 of ! 37.1
PAarLiersitip ar } !i
c L 158 35.7
for urban or rural llwlh: % 119 1 26.9
ity Af clinical support faciliries and | i
U s | 10
ntial P83 18
f apouse N ;o i 16
1 need in area ! 71 § 14
en brought up In such a commmn i Ly - 70 ¢ 15.¢
nal and sports facilities’ Y 12.2
£ gﬂf regular rontact with othe: é , 1,
lans - G | S T R
Quality of education system for children i 42 9.5
Having gone through medical school, iﬁterﬁghip, H o 7
residency, or military SEfVlce near here % 40 ¢ 9.0
Influence of family or IflEﬂdjﬁ : 30 6.8
Access to continuing education’ z 29 5.5
Opportunity to work with spoeific institution : ;é 5.4
Cultural advantages { 23 5.2
Opportunity for regular contact with a medical § )
school or medical center’ : 21 4.8
Prospect of being more influential in {
community affairs” ¢ 14, 3.2
Organized efforts of community to recruit f
physlcians i 14 3.2
Prosperity of community {12 2.7
Opportunities for soc’s#. Life E 10 2.3
Advice of older physic = A § 10 2.3
Influence aof preceptorush. srogram 1 9 2.0
Payment of forgiveness itd.” ;9 2.0
availability of good social service, welfare, § ,
and home care services ; 4 0.
Avallability £ loans for beginning praccice ﬁt 3 0.7

%cnit square for difierences between general practitioners and non-
general practitioners is sigpificant at th2.05 level.
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Table 3 (Continued)

‘[‘_;;A
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i
pemn
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i
=
Yt
i
-
Ly
ia}
rr
w3
m‘
Il
il
forl
o

Live 340 i 47.3
vaphic features of area bo238 1 33.1
clinical suyppert facil E g
. 164V 22.8
spqpla LugLaét with a medical i !

o]

163
131
109
109

7 r
lonl -enter
r

: T |
ur~an or rural living

[

WL Dok
[ T IR

P

: yvice near here 103 4,
faene veen hrought up in such community 93 :
77

Low i O%]

Do VLI e AN T e

Lot g edircation system f@g rhildren
f

e e e el el

cal need in area
setunity for regular €

- | -
S1¢14aAns

Carinence of jamily or friends 76 0.
R te continuing education” a 73 0
mo0reational and sports facilities 72 0.
2l advantages’ 68 9.

] 3 8

b
e}

J

ontact with other

e et P i i A A B . A R s S
o e
.

/ tunity co work with specific institution : .
Jpportunities for social life 30

crasnerity of community

v of older physiclan

e
(W R W) N I e QN o]

e e e A R . e e N o o
=
Ll
[l
M

nired ofdorts of communitv to recruit
y

g
ot
-
]
o
i

wi social serv.ce, welf

o

oS py et

b aore intlucnrial in
a

IL-M:M—".“M_ PRI S R

dCadr 6 G.8
i1 joan: or beginning prac & 6 .8
Cecoptorsnin L;rivgrtnﬂ 3 Q_ 4
P ubpyes Lo 2 0.3
A

Cip oprare corp ditlerences aetgeen veneral practitioners and non-

general practitionars is wignificane at tihe 05 level.
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moedical need
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Having zone through r Interns. g,

resideney, ar service near here

3

potential

o " - - - - 2 ;=~;i
vpportunities for social lire

Sulrtural advantages
Revcreational and sports tacilitie-

Opportunity for regular contact with owsher

physicians
Ozsportunity te work with specifie institutuion

Aveess to eontinuing education
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ad efforts of comunity

recruit

L}
Pl
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£ 1
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Pavewat of forgiveness loan

Avalilability of good social serv oo, welfare, oady

Ciare services
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community atiairs
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Sehool (N=120)
. | No. %
mate or 43 35.8
OQrLunity :
4l 34.2
) 33 27.5
in such LDWLh.l"a 22 18.3
© 19 4 15.8
ea i, 19§ 15.8
11 support facilities :
{19 15.8
18 15.0
conta~t with a medical i
enter 15 12.5
Recreati uﬂal and sports facilities 14 v 11.7
[nfluence of family or friends 12 4 10.0
Opportunity for regular centact with other !
nhysicians 12 i 10.0
RINEAL advantages 10 ' £.3
Hav gone through medical school, internship, 1
re=idency, ot military service near here 10 ¢ 8.3
Influence of preceptorship progra am® 7 3 5.8
Queality of education system for children ; 7 b 5.8
Opportunity to work with specific institution i 7 % 5.8
Access to continuing education : 7 ¢ 5.8
Prospect of beiny more influential in § ;
community affairs : 5 % 4.2
Prosperity of community i 4, 3.3
Payment of forgiveness loan § : ? 3.5
Advice of older physician . ¢ HE
Opportunities for social life® p s v 2.5
Availability of good social service, welfare § f
4p’ home care services i 01,7
Organized e 'fr -ts of community to recrult H S 4
physicians 1
Availability of loans for beginning practice | U 6.0
!

i
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—g ] T
|
|
Y465
Climate ' 34.9
Avalilabi ;
. 22,7
: . 18.6
; ' 18.3
o148 17.2
; 137 i 15.9
. 116 1 13.5
. 112 ) 13.0
i 97 ! 11.3
nuaLizy ut Hdurat;wu SYStlﬂ r children 93 § 10.8
Opportunity for regular contact with other f i
physicians i 89 1 10.3
Access to continuing educati 83 | 9.6
Having been brought up in such community » 83 1 9.6
Influence of family or friends 3 74 ? 8.5
Culrural advantage ] 66 : 7.7
{51 { 5.9
v 23 1 2.7
Uppurtunltl i 22 3 2.8
Hruan!” Effnft% of to recruit §
ans ;16 1.6
vice of older physician R 1.7
Prospect of being more influencial in i
community affairs f 14 1.6
Avdilabilicty of good social service, welfnre !
and home care services ! & 0.7
Availability of laaﬁg for beginning practice | 6 ¢.7
Payment oI forgiveness loan 6 0.7
Influence of Prit“p‘ﬂfbhlp prngrarrfZt ) 1 0.1
{

“Chi sy cre for differences among times of decision is sig

at tne .05 level.



52.7
39.0
35.2
31.5
27.7

.5

[ R UE T s RN R SR T s VR NU N I L W Y o ]
M )

p@rts fa ilities ' . 3
antages : §8 ¢ 16.6
Havlﬁg besv brought up in similar ¢ommunity % 80 1 1 1
Access to continuing education g 3 % 11.5
Opportunities for social life i 41 17
Prosperity of community ? 33 % .2
Opportunities for your own career : 23 .3
Organized efforts of community to resruit i H 17 .2
thopping opportunities E 14 .6
Prospect of being more influential in :
~om ¥ ) 12 P )
~town transportation i 9 | 1.7
i
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Table C6

FACTORS RANKED 1, 2, OR 3 BY WIVES OF PRIMARY
CARE PHYSINIANS, BY LOCATION

e Factor ) - 4 No. %
Wives of urban primary care physicians (N=}68)
Husbanu's desires, career, etc. ! 188 51.1
Family or friends’ | 145 39,4
Climate or geographic features of area o142 18.6
Guality of aducation system for children i 113 30.7
Preference for urban or rural fLiving‘ﬂ 90 24,5
Cul tural advaatagésa f 76 é 20.7
[ncome potential of husband | 69 ¢ 18.8
Recreation and sports facilitles ; 36 ¢ 15.2
Having been brought up in similar community : 51§ 13.9
Access to continuing education i 43 i 11.7
Opportunities for social life i 30 8.2
Prosperity of community P21 1 5.7
Opportunities for your own career ;21 ¢ 5.7
Shopping opportunities P11 ¢ 3.0
Organized efforts of community to recruit MD 1 16 2.7
Facilities for cut—-of—town transportation ] 7 % 1.9
Prospect of being more influential in 2 !
community affairs ¢ 66 é 1.6
|
q H i
: H
Wives of rural primazy care physicians (N=151) 2 ;
Husband's desires, career, efc. ) ! g5 1 56,3
Preference for urban or rural living® | 72 g 47.7
Climate or geographic features of area D62 3 4lld
Family or {riends Y37 1 2405
guality of education system for children ; 30 § 19.9
Recreation and sports facilities i 30 I 19.9
Having been brought up in similar community ! 26 § 17.2
Income potential of husband 21 % 13.9
Access to continuing education i 18 i 11.9
Prosperity of community {12 ¢ 7.9
Cultural advantages’ {11 é 7.3
Opportunities for social life ! 9 { 6.0
Organized efforts of community to recruit MD ? 7 ! 4.6
Prospect of being more influentia in i ;
comnunity atfairs i 5y 4.0
‘ . . i !
Shopping opportunities i 3 i 2.0
Opportunities for your own career { 2§ 1.3
Facilities for out—-of—-town transportation | 2 1.3
¥
e L . .

dchi square for differences between urban and rural wives
gignificant at .0l level.
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Appéﬂdl}i b

FOLLOW.UP SURVEY OF 1965 MEDICAL SCHOOL GRADUATE

§ == UCR

THE RAND CORFORATION

1700 Main Street, Santa Monica, Calif. 90406 -

1. When von selected your current practice lovaton, you probahly romsidered several facturs, Please select the statement belo

et 10 the way you felt

a. [ derided | wiancad to practice in a metropalitan rarher than
n afFa. [gut

.

2. Did you chaose a metropolitan foration hecause:
5. Cenerally thers are more sdvantages in metropalitan arears?
b. Generallw

¢, A combirstion of """ and “bB"7

BOX A

ther are toi many disadvantages in nonmet fapolitan areas?

b. 1 picked my practice lncatiom primarily for reasens othe

ita being a metropalitan rather than @ nonmetrop

w that

r than
olitan

ares. . [0 Sxie Tosox C132

] — To pox A'+?
] — Tosex B1é7

. T} = Tosoxes ARBM

BOX B

1} you ansusred 'a" ar U 0 qurstion I, please check any of the

factors listed below that were impurtant in diiracting ¥ou foa
metrapalitan arat.

a. Higher populution density s
b. } amfortable with metropolitan life stiyle and

: e
. Spouse’s preference for metropolitan living o
d. Accessibility to cultural activities I
. Ability to limit practice to a spacialty [k
f. Aceessibility to icademic medical center 0=

. Opperiunity for regular contact with ather physician =

£
h. Anticipated highes
5. Oher (sperify —— , — ) 0=

Go ta box B

1] you anawered b7 ar “c™ ta question 2, please check any o
furtors fisted helow that were imporiant iw deterring you
nsnmetrapalitan areas; otherwise, skip 1o guéstion 3.

a. Poor quslity education system for children
k.

Uncamfartshle with nermetrapolitan life style and

=nvironment

¢. Spouse’s aversion to nonmetropolitan areas

d, Anticipated wazkload too great

ical schoal

&, Inadeguate contact with m

f. Lack of opportunity for adequate cantiz

g Lack of adequarte haspital fa

h. Influence of medical schosl training

i. Possibility of lawer prafessional status
i. Possibility of professional isolation
k. (ither (specily ——— N |

Skip to question 3

 Bhe

fram
Dh

O

Ei‘;‘

.g=
on 1%
e
Om
O

D};

O

Listed below are factors said o be important when a physirian decide

chaasing ane locatinn aver oehers.

a. Opportunity te enter an established solo practice

b.
[

d.

. = m

? 3

Opportunity to join 4 desirable two-person partnership
Opportunity to joina desirable group practice

Recruitment eforn of the community

. Preferable climete
. Preferable geographic fealures

 Nexmess to family and friends

Same a5 or similar to the commanity in which ynus grew up

Preference of spouse

. Quality of education system far your children

. Availability of emergency medical services

Hospital facilities ne arhy

. Availability of physician specialists

Access o medical school programs

. Access to continuing medical education {inther than medical schoal programs)

where o practice. Chrck any that were important fa yoi in

QH

O
_v[j;v
.=

En

Nl
Bal
. Ow
_»Eu
Nal

sl

ImE]
as

e
Eal)

4 YES .. ?é=l.

1# vea, did you visit any of these ponmetropollian communities before you roade your decision?

@

| p. Income potential .O=
. Other (specify — _ - - ) e s e O
3, When you decided on your present practice location, did you tropolitan |

B MO o eeiveviarae e o]0
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4 In vour opision, did vour

wanted tn practice?

A Y= ,{_ 1 b ¥o

If ¥rs, haw did it influriiee you? © R —— -

[ e - E:
5. on for at least 2 more years?

4. Y5 (e b %o 0=

U so. which of the fallowing factors influenced your decisinn:

i Paot quality education system far children [} e Lack af ready access o recreational fae []ars

h. High vrime rate ImRE] f. High pollution level [[ars

e, Anonymity of urhan living RN g High population density 3377

d. High level of professinnal eampet g5 h. Other (specify — .} [

Suriey, a group practice apportiunity seemed tobe an importaat consideration in seme physicians' ~hoice of a prae
ing qurslinns roncerning group practice, (A group practice is here defired as three or more
ent.}

In the prev
tire lng

ble in the area in which you most

G, At the time of your practice lovation decision, was a desirable group practice oppartunity avail
wanteed 1o practice?

a. ¥E% e b. &0y sz-n:

8. Yes b. %o =2

If you were to start your medieal practice over again, do you think you would join & group praeti

—+ End®2
1ILE!

fasd

& ¥ES [TJe

¥

9. What characterdstics of 8 group practice would you find most favorable? (Check one in rach category.)

. 3-1.; physicians . . . TR [
i . . Lo Lo e
i’éi:]
Enm

. Not impartant

If. Type
. Single specislty . L sz
b, Multispecialty Lo . B T L

= Not important [Jez2

III. Nesrness to hospital

a. Within 05 minutes of b . . o ImEd
b, Within 5-15 minutes of haspical TR I
& Within 1530 minutes of hospital : : L
d. Not important . . . . - . S L

1. Ohther (ApPrlfy e e — ) [

10, Tnsefretong eme grons pravtice over others, what séngle characteristic would you find most impartant?

& Siaw N | . [Nearnessto hospital . . T i L
b Type . . e d. Other (specify N SN

H. {m selleclimg group pructice over o rarteristic of & group practice would you find maosat favorahle?
o Preer nupport e. Lower individual start-up costs . T L
Scheddnled Freo time f. Opportunity for team medical practice . .. ... [Ju+
v, Lt adenimi siranivs geaponal ] 683 & Other (speeify e ; ). Oe

& Privision of betier quality of care L [Jeer

Thank you. fh7 weur participstion in this survey, Please place your questionniaire in the r#tuen envelope and mail it as soon as possille.
We apipreviats pour cooperalion.
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Appendix E

FOLLOW.UP SURVEY OF 1965 MEDICAL SCHOOL GRADUATES -- R

THE RAND COKFORATION )
1700 Main Street, Santa Monica, Calif. 90406

1. When you selected your current practice lovatian, you prabably considered several factors. Plesse select the stalement below that

eomes closest to the way you felt.

a. | decided | wanted to practive in a nonmetropolitan rather b. [ picked my practice location primarily for reasons other than
than a metropolitan area. . Jut its heing 5 nonmetrapolitan rather than & metropolitan

area ... . . - .. ... - SkirToBOX C132

]

Did you chooss & nonmetropolitan location because:
a. Generally there are more advantages in nonmetropolitan ereas? o [0 = Tosox A
b t:enerally there arc too many disadvantages in metropolitan areas? . . [] = Tosox B2

c. A combination of *a” and “b"? . . .. ... .[J— Toroxes AR+

BOX A BOX B

[} you answered Y& or *c"* to question 2, please rheck any of the 1} you answered *B” ar “c" 1o queition 2, please check any of the
factars listed below that were important in atiraciing you o a facturs listed below that were important in deterring you from a
nonmefropolitan area. metropolitan area; otherwise skip to guestion 3,

. Lower population density . S O
. High erime rate . . .o O=
. Uincamfortable with metropelitan life style and

. Spouse’s preference for nonmetropolitan living Oov environment .. .. ..o oo oo s oee o oo
High medical need in area i . Number of physicians already there ... .. O=
e. Recreation and spotts L O . Higher coat of living .- .. . TR W
. Spouse’s aversion to metropolitan areas S az

. Other (zperily - _ — ). . O=

[

More comfortsble with nonmetrapolitan life atyle and
environment o . oo e

B f
="l <ol

[l

. Potential for high initial income 0=
. Better education for the <hildren 0=
. Other (1pecify —me— _ _ Y =

Goto box B Skip to quesiion 3

-

L3
—

-

BOX C

Listed below are factorn said fo be important when a physician decides where to practice. Check any that were imporiant io yon in
ehaosing one location over others.

& Opportunity to fter an establizhed sole practice . . I, . . - 0=
b. Opportunity to join a desirable two-penon partaership e L . 0=
c. Opportunity to jein & desirable group practice . o . 0+
4. Recruitment efforts of the community D . U e =

, Preferahle climate . e R e . e R B

#»

;. Nearness to family and frisnds .~ . ... .. o O

™

{. Preferable geographic features

E
h. Same a» of similar to the community in which you grew up . T e O
I Preference of SPOURE .. . .. _.oiooioos oae o ee sees e ToTirmieiinniie e e O«

Quﬂity’afgduc;ﬁm;yuiszﬁi—yﬂurthildren O VU i L

—

. Availability of emergency medical services ........... ... o L e 0#=
Hospital facilities nearby ........ ... oo P R (i
m. Availability of physician specialists ... ..o e ’ . o Or
g

o. Access to eontinuing medical education (other than medical school programs) ... .. - . N N £

i ol

. Access to medical school progiams ...,

- Tncome POERLIB] .. ... L.e. e eeoeien ceeenes s et e %
q. Other (specify —— S A IRUPPTRR O

-

3. When you decided on your present practice location, did you consider any metropolitan locations?
[ 1. R o .?”:i * b Ho. T I Lo

§f ks, did you visit any of these metropolitan eommunities belors you made your decislon?
TS DTN W Ly b.wo.. ... ... e O
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ninn, diil vour medical <eh ] training have an important influence an vour choice of the kind of vommunity in which you

4. In vour opi

]

wanted o practi

a T b oo =2

Ifyes, how did it influence vou? . _ e - e i} e

- o O
5. D you intend 1o alay in yoir present practice location for at least 2 mare years?

# b. No [

If =5, which of the {nlliwing facturs influsnred your decision: -

u. Workload 1o great Qe d. Lack of prediciable free i [s7+
b Paoor luration svstem for children M #. Dissatisfaction with community [Ds7s
. Professiun tion 3 f. Other (specify S —} st

I the previous suetiry, @ group practice opportunity seemed tobe an impartant consideration in some physicians’ choire of a prac-
tice locatinn, Please answer the following questivay coarerning group practice, (A group poactice is here defined as three or more

physicians with g formal financial arrangement.)

oppurtunity available in the area in which you monst

t. At the time of your practice Toerdon decision, waz a ablz group praciic

winited 10 [Fact

=

=1 b ®o (=2

& YF3

IL.

7. Are you currently in a group practice?

8. YES e b. w0 O

B 1 you were o start your medical practice vver again, do you think vou would joln s group practice?

%l&ﬁ:l b. no . . [O—+ Endwz
- c. DON'TENOW.. ... ... e
T

2. What chararteristims of a group prastice would you find moust favorable? (Check ons (n sach category.}

I. Siwe
a. 310 physi . . imps
b. 11-20 physicisns . . o o oo O
c. 20+ physicians o [gee
d. Mt important o . . e Co [
M. Type
a. Single sprcialty ) [
b. Multispecialty . . o el
¢. Mol important .. . . . . L
L. Mearness to haspital
8. Within 05 minutes of hospital . e
k. Within 5=15 minutes of hoapital o [Oee
c. Within 15-30 minutes of haspita] . Oy
d. Not important . . e

=

IV, Other (apenify e

ie would you find most important?

1. In selecting one group practice over others, what single characteri

a Size . L Oe c. Neamess to hospital . .. L [Oe
- L. Type A d. Other (specify — S—— ) [

e modes, what single characteristic of 8 group practice would you find most favorable?

11. In selecting gronp practice aver other pras

a. Peer suppont . els e, Lower individual start-up costs . [
b. Scheduled free time [+ f. Opportunity for team medical practice R i
c. lras administrative responsibility [ g Other (specify .. - L) Qe
d. Pravision of betier quality of care [[Jeee

Thank you {or your participstion in this survey. Please place your queslionnaite in the retum envelope and mail it 1s noon as pomible.

We apprecisle your covperstion.

[ ]
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